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ABSTRACT
This study examined counseling preferences and health-related quality of life of young
adult cancer survivors. Three hundred and twenty young adult cancer survivors
completed an online survey that assessed their ratings of counseling topic preferences for
individual, group and family counseling; counseling modality preferences; perceived
social support; meaning in life; and physical, social, emotional, functional, and spiritual
domains of health-related quality of life. Results indicated that young adult cancer
survivors rated individual counseling as their primary choice of counseling modality,
followed by group counseling, and lastly family counseling. Participants rated individual
and group counseling as having an equal number of counseling topics that would be
helpful to discuss in those counseling modalities. Participants rated fewer topics as
helpful to discuss in family counseling. Participants rated five topics as more helpful to
discuss in individual counseling than group or family counseling: anxiety, finances, sad
feelings, sexual/intimacy concerns, and stress management. Participants rated two topics
as more helpful to discuss in group counseling than individual or family counseling:
finding social support and getting information about one’s medical situation. No topics
were rated more helpful to discuss in family counseling than in individual or group
counseling. Findings also demonstrated that perceived social support and presence of
meaning in life were positive predictors of physical, emotional, social, functional, and
spiritual domains of health-related quality of life. Higher levels of socioeconomic status
and completion of medical treatment were also frequent positive predictors of healthrelated quality of life domains. Participants who were partnered reported higher levels of
perceived social support, meaning in life, and social health-related quality of life than
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participants who were single. Participants who had completed medical treatment reported
higher levels of physical, emotional, functional, and spiritual health-related quality of life
than participants who were currently receiving medical treatment. Participants of higher
levels of socioeconomic status reported higher levels of meaning in life and all domains
of health-related quality of life included in this study than participants of lower levels of
socioeconomic status. Implications for counselors and suggestions for future research are
discussed.
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CHAPTER I
INTRODUCTION
Current estimates suggest that 1,660,290 men and women will be diagnosed with
cancer, and 580,350 men and women will die from cancer, during 2013. Approximately
one out of two men and women who are born during 2013 will be diagnosed with cancer
during their lifetimes (Howlander et al., 2013). The term cancer survivor refers to anyone
who has ever been diagnosed with cancer, regardless of medical treatment status, and still
lives (Twombly, 2004).
One group of individuals diagnosed with cancer seldom discussed is adolescents
and young adults (AYAs). In 2006, the National Cancer Institute and the Lance
Armstrong Foundation formed a partnership named The Adolescent and Young Adult
Oncology Progress Review Group (AYAO PRG). The AYAO PRG consisted of a
collaboration of researchers and clinicians in AYA oncology, AYA cancer survivors,
AYA advocates, pediatricians, and other stakeholders to write recommendations for
improving AYA cancer survivors’ situations. The AYAO PRG defined AYAs as
individuals diagnosed with cancer between the ages of 15 and 39.
In 2011, the National Cancer Institute reported that approximately 69,000 AYAs
were diagnosed with cancer in 2008. Unlike cancer survivors younger than 15 years of
age and older than 39 years of age, there has been little improvement in survival rates for
AYAs in the past 20 to 30 years (Bleyer, 2002; National Cancer Institute, 2011; Thomas,
Seymour, O’Brien, Sawyer, & Ashley, 2006). In AYA females, cancer is the number one
disease-related cause of death; cancer is the second disease-related cause of death in
AYA males, with heart disease being the leading cause (National Cancer Institute, 2011).
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The National Cancer Institute (2011) outlined eight reasons suggesting why
survival rates have not improved for AYAs in the past 20 years: (a) AYAs may not be
able to afford healthcare, (b) diagnosis may be delayed for AYAs due to cancer not often
being a suspected diagnosis; (c) consistent medical treatment guidelines for treating AYA
cancers have not existed; (d) cancers diagnosed in AYAs are not fully understood by
healthcare professionals; (e) AYAs’ medical information has not been adequately
collected for research purposes; (f) AYAs are infrequently enrolled in or complete
clinical trials; (g) AYAs have distinct psychosocial and supportive care needs that have
not been a research focus; and (h) AYAs have not received extensive education on cancer
prevention or detection. With all of these factors and AYAs commonly receiving medical
treatment in either a pediatric hospital or adult cancer center (D’Agostino, Penney, &
Zebrack, 2011; Kent et al., 2012) by an oncologist and a team of other medical
professionals who likely have little experience with AYAs’ unique developmental needs
(Rabin, Simpson, Morrow, & Pinto, 2011), it is not surprising that AYAs have
experienced little improvement in their care.
In defining AYAs, the AYAO PRG (2006) referred to developmental differences
existing within AYAs as a population. Arnett (2000), a developmental psychologist,
stated that distinct developmental differences exist between adolescents and young
adults. Arnett was the first to propose the developmental stage emerging adulthood for
individuals between the ages of 18 and approximately 29. Arnett defined the
developmental stage young adulthood as referring to individuals between the ages of 30
and 39. Arnett’s developmental theory suggests that emerging and young adult cancer
survivors between the ages of 18 and 39 years old experience psychosocial and
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supportive care needs that would be developmentally distinct from adolescent cancer
survivors. The National Cancer Institute (2011) has not clearly distinguished adults
between the ages of 18 and 39 as developmentally different from adolescents in their
discussion of AYAs. Cancer prevalence statistics have not been calculated specifically
for the age range of 18 to 39 years old, but Bleyer and Barr (2009) estimated that between
61,500 and 62,500 individuals between the ages of 20 and 39 were diagnosed with cancer
in 2009. Although an age range for defining YACS has not been universally agreed upon,
YACS do exist and their psychosocial needs warrant further exploration. For the
purposes of this study, the term young adult cancer survivors (YACS) will be used to
describe cancer survivors who received an initial cancer diagnosis between 18 and 39
years old. This age range was chosen based on Arnett’s developmental theory. Using the
age of 18 as a minimum and the age of 39 as a maximum theoretically excludes pediatric,
adolescent, and adult cancer survivors from the definition of YACS.
In 2006, the AYAO PRG recommended five areas of attention for improving
AYA cancer survivors’ lives. The first recommendation was to thoroughly identify how a
cancer diagnosis as an AYA is a unique experience compared to other age groups. Next,
the AYAO PRG recommended that education be provided to medical healthcare
professionals to increase awareness of the AYA population. Third, the AYAO PRG
recommended researchers create research tools specifically for AYAs. The group’s fourth
recommendation involved focusing on standards of medical care unique to AYAs across
the cancer treatment and survival trajectory.
The AYAO PRG’s (2006) fifth recommendation, and the one most relevant to this
study, called for improvement in advocacy and support services for AYA cancer

4
survivors. This involves understanding how a cancer diagnosis affects AYAs
developmentally as well as psychosocially. Additionally, the AYAO PRG called for new
interventions that would address psychosocial needs specific to AYAs. Zebrack (2011)
stated that developing age-appropriate support services would positively benefit AYAs’
psychosocial well-being. Unfortunately, with neither the AYAO PRG nor the National
Cancer Institute (2006) focusing specifically on how the needs of cancer survivors
between 18 and 39 years old (i.e., YACS) differ from the needs of adolescent cancer
survivors, creating developmentally and psychosocially appropriate interventions to
address YACS’ unique needs is challenging. Haase and Phillips (2004) highlighted a lack
of clarity and a lack of consistency within the psychosocial oncology literature in
defining age groups within the AYA age span when studying AYAs’ psychosocial and
supportive care needs. The authors discussed how different age ranges are often chosen
to define YACS in research and little theoretical rationale for selecting these age ranges
tends to be provided. The AYAO PRG (2006) also echoed this lack of distinction in age
groups within the AYA age span, but they did not provide guidance as to how such a
distinction could be made for the purpose of creating and allocating developmentallyappropriate resources for YACS. Defining YACS
Statement of the Problem
Fourteen members of the AYAO PRG (2006) wrote a report focusing on
psychosocial and behavioral issues relevant to AYA cancer survivors. They identified
five important areas of focus: (a) intellectual issues, such as medical information; (b)
interpersonal issues, such as relating to family, peers, and healthcare professionals; (c)
emotional issues, such as coping with cancer’s influence on life; (d) practical issues, such
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as addressing life disruptions; and (e) existential/spiritual issues, such as dealing with
uncertainty and finding meaning in life. Although applicable to all AYAs, certain issues
may be more applicable to YACS than they are to adolescents, such as interpersonally
relating to a partner or to children.
Only recently have psychosocial and supportive care needs specific to YACS
been explored in the literature separately from adolescent cancer survivors (Rabin,
Simpson, Morrow, & Pinto, 2011; Zebrack, 2009; Zebrack, Mills, & Weitzman, 2007).
The current study adds to the developing literature on YACS by examining: (a)
counseling topics and counseling modalities rated by YACS as helpful; (b) how
demographic characteristics, a sense of meaning in life, and perceived social support
predict domains of health-related quality of life (HRQOL); and (c) relationships between
demographic characteristics and preferred counseling topics, preferred counseling
modalities, sense of meaning in life, perceived social support, as well as domains of
HRQOL.
Significance of the Study
This dissertation was designed to address a gap in the cancer survivor
psychosocial literature. Taylor and Kashubeck-West (2012a) created a counseling needs
assessment survey to inquire about preferences for counseling topics as well as
counseling modalities (i.e., individual, group counseling, and couple/family counseling)
among YACS. Additionally, Taylor and Kashubeck-West (2012b) explored the
relationship of perceived social support, a sense of meaning in life, and comfort derived
from religious faith as predictors of HRQOL of YACS. Taylor and Kashubeck-West
(2012b) chose to explore these aspects of the cancer survivor psychosocial experience
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because the AYAO PRG (2006) identified them as being important areas for future
research with AYAs. Because Taylor and Kashubeck-West (2012b) found that a sense of
meaning in life and perceived social support were significant predictors of overall
HRQOL in YACS, this dissertation continued to explore how these two psychosocial
concepts predict five separate domains of YACS’ HRQOL: physical, social, emotional,
functional, and spiritual. If medical and mental health professionals were to gain a better
understanding of YACS’ supportive care needs (e.g., counseling topics and counseling
modalities) and predictors of health-related quality of life (e.g., a sense of meaning in life
and perceived social support), then increased psychosocial resources addressing these
needs could be justified, developed, and implemented as efforts to help increase YACS’
HRQOL (Rehse & Pukrop, 2003).
Purpose of the Study
The overall purpose of this study was to examine psychosocial and supportive
care needs of YACS and how these needs can inform counseling services. Except for
Taylor and Kashubeck-West (2012a, 2012b) and Kashubeck-West and Taylor (2012),
limited information specific to YACS’ counseling needs and modality preferences exists.
Considering how the results of a meta-analysis study supported the use of psychosocial
interventions for improving HRQOL in adult cancer survivors (Rehse & Pukrop, 2003),
counselors need to understand the psychosocial and supportive care needs of YACS to
help the approximately 60,000 YACS who will receive a cancer diagnosis each year.
This study had four specific purposes. First, this study examined the counseling
topics that YACS rated as helpful to discuss in individual, group, and family counseling.
Second, this study aimed to explore which counseling modality YACS would rate as their
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preferred counseling modality when asked to select from individual, group, or family
counseling. Third, this study examined how demographics, a sense of meaning in life,
and perceived social support predicted domains of HRQOL for YACS. Finally, this study
explored the relationships that exist between YACS’ demographic variables (i.e., gender,
relationship status, socioeconomic status, race/ethnicity, sexual orientation, and medical
treatment status) and the study variables (i.e., helpful counseling topics, helpful
counseling modalities, a sense of meaning in life, perceived social support, and five
domains of HRQOL).
Statement of the Hypotheses
Based on findings in the literature (Kashubeck-West & Taylor, 2012; Taylor &
Kashubeck-West, 2012a, 2012b) and the literature reviewed in Chapter Two, the
following directional hypotheses were constructed:
Hypothesis 1 (H1): Young adult cancer survivors will rate the group counseling modality
as having the highest number of helpful topics for discussion. Individual counseling will
follow as having the second-highest number of helpful discussion topics. Family
counseling will have the fewest number of helpful discussion topics. In Taylor and
Kashubeck-West’s (2012a) study exploring how helpful YACS rated discussing various
counseling topics in different counseling modalities, YACS rated all six topics on the
group counseling needs assessment form as helpful. Furthermore, YACS rated 11 topics
out of 31 topics in individual counseling and 2 topics out of 19 topics in family
counseling as helpful to discuss.
Hypothesis 2 (H2): Young adult cancer survivors will rate the group counseling modality
as their most preferred counseling modality, followed by individual counseling and lastly
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family counseling. A study of YACS rating their counseling, information, and supportive
care needs found that YACS identified the opportunity to meet other YACS as a top need
(Zebrack, Bleyer, Albritton, Medearis, & Tang, 2006). MacCormack et al.'s (2001)
interviews with adult cancer survivors about their thoughts regarding counseling revealed
that cancer survivors preferred individual counseling over family counseling because they
felt more comfortable speaking freely about their concerns without their family or known
others present.
Hypothesis 3 (H3): Medical treatment status and meaning in life will be significant
positive predictors of physical well-being, emotional well-being, and functional wellbeing. Perceived social support and meaning in life will be significant positive predictors
of social well-being. Race/ethnicity and meaning in life will be significant positive
predictors of spiritual well-being. Taylor and Kashubeck-West’s (2012b) findings inform
these anticipated predictors of HRQOL domains. The study conducted by Moadel et al.
(1999) reporting higher spiritual needs in Hispanic and African American adult cancer
survivors as compared to White adult cancer survivors also informs the predictors for
spiritual HRQOL.
Hypothesis 4 (H4): Significant differences on the main study variables will exist at
different levels of the demographic variables. Brennan (2004) discussed potential
differences within groups based on contextual demographic factors such as medical
treatment status, age, SES, gender, and ethnicity.
Delimitations
With this not being a qualitative study, not all potentially helpful topics of
discussion within counseling modalities could be included. Taylor and Kashubeck-West
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(2012a) created and piloted an early version of the counseling needs assessment that was
utilized in this study. The discussion topics included on this counseling needs assessment
were grounded in the psychosocial literature relevant to adult cancer survivors as well as
in feedback contributed by two YACS who independently reviewed the counseling needs
assessment. Future qualitative studies could explore additional topics of discussion
YACS would find helpful to discuss within counseling modalities.
There are numerous ways to classify domains of HRQOL. The guiding
framework for describing HRQOL in this study includes five HRQOL domains—
physical well-being, emotional well-being, social well-being, functional well-being, and
spiritual well-being. These five domains are based on two commonly-utilized cancerspecific HRQOL measures for adult cancer survivors (Cella et al., 1993; Peterman,
Fitchett, Brady, Hernandez, & Cella, 2002). Because of the relevance of these five
HRQOL domains with adult cancer survivors, they were explored specifically with
YACS in this study.
Definition of Terms
Two abbreviated terms will be used throughout the following chapters:
YACS: Young adult cancer survivors between 18 and 39 years old
HRQOL: Health-related quality of life, which includes the domains of physical wellbeing, emotional well-being, social well-being, functional well-being, and spiritual wellbeing.
Summary
Despite a large number of cancer survivors currently living in the United States
and a large number of individuals who will both be diagnosed with and die from cancer
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this year, a lack of awareness and research focus exists for YACS. Research suggests that
YACS are faced with unique psychosocial issues and concerns distinct from adolescent
cancer survivors (Arnett, 2000). Unfortunately, few studies have focused specifically on
YACS, and in particular, on their counseling preferences and psychosocial predictors of
HRQOL. This dissertation focused on exploring these gaps within the literature and
discussing how counselors can work with YACS in an effort to try to help them improve
their HRQOL.

11
CHAPTER II
REVIEW OF THE LITERATURE
The literature in this chapter is organized to review, first, the definition of an
adolescent and young adult (AYA) cancer survivor, three developmental stages within
the definition of an AYA, and psychosocial concerns relevant specifically to young adult
cancer survivors (YACS). Next, a discussion of health-related quality of life (HRQOL)
and how it relates to YACS is provided. Finally, the chapter reviews three different
modalities of counseling—individual, group, and family—and how they are relevant to
YACS’ HRQOL. This literature review is organized around the variables under study.
Adolescent and Young Adult Cancer Survivors
In discussing AYA cancer survivors, two definitions first need to be discussed: (a)
what is a cancer survivor? and (b) what is the AYA age range? In classifying individuals
as cancer survivors, the National Cancer Institute and the National Coalition for Cancer
Survivors have clearly defined individuals who have been diagnosed with cancer at any
point in time during their lives, even if they are still receiving medical treatment, as
cancer survivors (Twombly, 2004). Others have echoed this definition in their own
research with cancer survivors (Clay, Talley, & Young, 2010; Miedema, Hamilton, &
Easley, 2007). When asked, cancer survivors often choose to identify as a cancer survivor
rather than as a cancer patient (Park, Zlateva, & Blank, 2009). For example, Park et al.
(2009) asked 168 individuals having a mean age of 46.34 years (SD = 6.29) who had
been diagnosed with cancer during their lives how they would choose to define
themselves from four possible choices on a scale of 1 (not at all) to 5 (very much).
Participants most frequently chose to identify themselves as a cancer survivor, followed
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by identifying as someone with cancer, followed by identifying as a patient, and finally
identifying least frequently as a victim. Interestingly, the authors found that the identities
of cancer survivor and someone with cancer were significantly correlated with each
another (r = .35, p < .01) and the identities of victim and patient correlated with each
other (r = .15, p < .05). Individuals who have been diagnosed with cancer may view the
term patient as having a similar connotation as victim; yet, “cancer patient” is a term
frequently used to define individuals who have been diagnosed with cancer. In this study,
the term cancer survivor is used to describe anyone who has been diagnosed with cancer,
regardless of how much time has passed since the diagnosis was initially made and
regardless of whether medical treatment has been completed.
Although the Adolescent and Young Adult Oncology Progress Review Group
(AYAO PRG; 2006) chose to define AYAs as cancer survivors who are between the ages
of 15 and 39 years old, the age range used to classify AYAs tends to vary among research
studies (Geiger & Castellino, 2011). Geiger and Castellino (2011) discussed the necessity
for research studies with AYAs to provide a theoretical reason for the chosen age range,
which tends to happen infrequently. Furthermore, Geiger and Castellino suggested that
age groups within the AYA age range may need to be explored individually rather than as
a group—more research is needed to clarify when age groups within the AYA group
should be examined separately. This study provides a theoretical rationale for focusing on
AYAs older than 18 years old separately from AYAs younger than 18 years old in the
following section.
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Developmental Within-Group Age Differences
Arnett (2000), a developmental psychologist, first proposed the developmental
stage known as emerging adulthood and clarified how adolescence, emerging adulthood,
and young adulthood can be viewed as distinct developmental stages. Arnett defined
adolescence as the teenage years up until age 18, emerging adulthood as ages 18 through
approximately age 29, and young adulthood as one’s 30s. Arnett (2011) described five
aspects of emerging adulthood that differentiate it from adolescence and young
adulthood. Emerging adulthood is a time: (a) when individuals explore various options
regarding intimate partners and career choices; (b) that is frequently changing in regard to
intimate partners, jobs, residency location, and educational path; (c) spent focusing
mainly on oneself due to this time period tending to not include a spouse or children
when compared to young adulthood; (d) of feeling like more than an adolescent but less
than a full adult, so it is a time of feeling like one is moving toward adulthood rather than
having reached it; and (e) in which individuals can consider an infinite number of
possibilities for their future. Arnett (2011) clarified that although these traits begin to
emerge in adolescence and proceed into young adulthood, they are most common during
emerging adulthood.
Differentiating age ranges within the AYA age range (i.e., viewing young adults
separately from adolescents) has been discussed in cancer research as well as
developmental psychological research. Haase and Phillips (2004), as well as Miedema et
al. (2007), stated that few studies within cancer research have explored developmental
and psychosocial differences across age groups within the AYA age span. Similarly,
Treadgold and Kuperberg (2010) stated that cancer research needs to explore existing
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differences regarding psychosocial and supportive care needs for individuals within the
AYA age span. Treadgold and Kuperberg suggested that experiences vary across the
AYA age span, which is similar to Arnett’s (2000) proposition that developmental
experiences vary across the AYA age span. These differences may include: stability of
relationships, education, career, and home life. Arnett’s theory provides support for the
categorical age ranges within the AYA age span, but understanding the developmental
context of someone’s life may be a better way to classify one’s developmental stage than
just one’s age (Miedema et al., 2007).
Arnett (2000) classified emerging and young adults as differing from adolescents
because of common differences such tending to have finished high school, to have at
least temporarily moved out of their parents’ home, and to have attained legal standing as
an adult. Relevant to cancer survivors, Zebrack and Walsh-Burke (2004) asked pediatric
oncology social workers to rate how concerned their adolescent and young adult cancer
survivor clients were about various psychosocial issues. Zebrack and Walsh-Burke found
numerous differences for which young adults were rated as being more concerned about
certain topics than adolescents. On a 0-5 rating scale with higher mean scores indicating
higher levels of concern, issues that pediatric oncology social workers rated young adults
as being more concerned about than adolescents included: (a) dating and sexuality (M =
4.26 vs. M = 3.68); (b) being dependent on others (M = 4.32 vs. M = 3.59); (c) having
enough privacy (M = 4.00 vs. M = 3.56); (d) being able to have children (M = 4.32 vs. M
= 3.32); (e) career issues (M = 3.95 vs. M = 2.26); (f) being employed (M = 3.84 vs. M =
2.00); and having health insurance (M = 4.32 vs. M = 1.65). These results suggest that
relevant developmental and psychosocial differences exist between adolescent and young
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adult cancer survivors according to the experiences of pediatric oncology social workers
familiar with working with these two groups of cancer survivors. These differences
provide a strong rationale for approaching YACS as a separate age group from
adolescents. This study focused on cancer survivors between 18 and 39 years old (i.e.,
YACS) separately from adolescents across the AYA age span, as researchers have
recommended (Haase & Phillips, 2004; Miedema et al., 2007).
Psychosocial Issues Relevant for Young Adult Cancer Survivors
In focusing on YACS, this study examined psychosocial issues relevant to their
life experience in the context of having received a cancer diagnosis as a young adult. The
following issues have been discussed as being particularly relevant for YACS: dating,
sexual dysfunction, fertility, raising children, body image, loss of independence,
continuing education, employment, residency, financial difficulties, existential issues,
and difficulty socializing with peers who do not have cancer (Bellizzi et al., 2012;
Brennan, 2004; Eiser, Penn, Katz, & Barr, 2009; Hauken, Larsen, & Holsen, 2013; Rabin
et al., 2011; Roberts et al., 1997; Zebrack, 2011).
Although these psychosocial needs may not be solely relevant just for YACS—
for example, dating or body image concerns may be relevant for adult cancer survivors of
various ages—research suggests struggling with these issues may relate more negatively
with mental health for YACS than for older adult cancer survivors. For example, Ganz,
Greendale, Petersersen, Kahn, and Bower (2003) found that younger adult breast cancer
survivors’ mental health may be more strongly affected by an experience with cancer
than older adult breast cancer survivors’ mental health. Ganz et al. surveyed 577 female
breast cancer survivors who received a cancer diagnosis when they were younger than 50
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years old about their health-related quality of life and physical health post medical
treatment. In examining the relationship between age and mental health, Ganz et al. found
that the youngest age group of women in the study (i.e., 25 to 34 years old) indicated
significantly poorer ratings of their mental health compared to the oldest age group of
women in the study (i.e., 45 to 51 years old). Results suggest that exploring the mental
health service needs and preferences of YACS is a justifiable endeavor.
Results from Hall et al.'s (2012) study exploring the psychosocial needs of YACS
compared to the psychosocial needs of cancer survivors greater than 64 years old resulted
in two findings that may contribute to the poorer mental health ratings of young adult
cancer survivors as illustrated in Ganz et al.’s (2003) study. Hall et al. indicated that
YACS reported a significantly greater need for addressing concerns about sexuality and
uncertainty about the future than older adult cancer survivors. Although damage to sexual
functioning as a side effect of medical treatment can affect all age ranges, these concerns
may be especially relevant for YACS because of dating, fostering new partner
relationships, and maintaining current intimate partner relationships. Young adult cancer
survivors may identify dating as being a psychosocial concern because they are unsure
whether or how to tell a prospective romantic partner that they are a cancer survivor
(Eiser et al., 2009).
In addition to dating concerns, the added possibility of physical damage to one’s
sexual functioning makes sexuality and fertility particularly relevant psychosocial
concerns for YACS (Bolte, 2010). One finding of Kirchhoff, Yi, Wright, Warner, and
Smith's (2012) study of marriage and divorce among 1,198 YACS as compared to 67,063
similarly-aged peers with no history of cancer was that YACS who had been diagnosed
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with ovarian or cervical cancer were two times more likely to be divorced or separated
than were YACS without a cancer history. In young adulthood, a change in sexual
functioning may be associated with challenges within a partnership.
Uncertainty is another common feeling experienced by cancer survivors
(Brennan, 2004). YACS may perceive uncertainty about the future to be particularly
distressing. Young adult cancer survivors may have already been uncertain about their
life direction prior to receiving a cancer diagnosis, such as their academic major, their
choice of a partner, or their choice to have children (Arnett, 2000). Receiving a cancer
diagnosis during this time of young adulthood may intensify an already-present feeling of
uncertainty in one’s life. The process of undergoing medical treatment for cancer may
leave YACS with feelings of uncertainty about whether the treatment will be successful,
whether they are strong enough mentally and physically to undergo treatment, and
whether they possess coping skills to cope with the uncertainty of the situation (Corbeil,
Laizner, Hunter, & Hutchison, 2009).
Even when YACS do identify that they are in need of addressing psychosocial
concerns, successfully accessing psychosocial services may be challenging because of
their busy schedules (Rabin, Simpson, Morrow, & Pinto, 2012). Rabin et al. (2012)
interviewed 20 YACS about their preferences for accessing psychosocial services.
Although YACS identified that they would most prefer an in-person psychosocial
intervention—stating that they believed accessing services in-person would be ideal for
their psychosocial well-being—the demands of YACS’ lives led them to answer
differently when thinking about what would be most realistically feasible. Young adult
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cancer survivors responded that online, telephone, or email psychosocial services would
be more feasible for them because of the demands of work and raising young children.
Considering that YACS have reported a desire to connect with other YACS who
understand their situation (Eiser et al., 2009; Kent et al., 2012; Rabin et al., 2011), what is
most logistically feasible may not offer the same psychosocial benefits that in-person
psychosocial services may be able to offer. Preyde and Synnott (2009) conducted a metaanalysis of 27 psychosocial interventions for adults with cancer, in which they examined
the effectiveness of individual interventions, telephone interventions, and group
interventions. The authors did not find evidence to support the use of telephone
interventions for improving psychosocial outcomes for cancer survivors (Preyde &
Synnott, 2009). Because psychosocial outcomes have been demonstrated to improve with
individual interventions (e.g., Breitbart et al., 2012; Chochinov et al., 2011; Lee, Cohen,
Edgar, Laizner, & Gagnon, 2006) and group interventions (e.g., Breitbart et al., 2010),
the use of in-person psychosocial interventions will be discussed in this study for YACS
rather than online, telephone, or email psychosocial services. In light of Rehse and
Pukrop’s (2003) promising results in their meta-analysis of 37 controlled outcome studies
that indicated that psychosocial interventions can help improve HRQOL in adult cancer
survivors, focusing on in-person psychosocial interventions in an effort to enhance
YACS’ HRQOL is important. The findings of this study will serve to help counselors
plan in-person psychosocial interventions relevant to YACS’ psychosocial needs.
In this section, three major concepts were discussed. First, the term cancer
survivor was defined as describing any individual who has ever been diagnosed with
cancer regardless of time since diagnosis or medical treatment status. Second, a
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developmental rationale for focusing within the AYA age span on YACS was provided.
Finally, YACS’ psychosocial needs and the importance of developing psychosocial
interventions to address those needs were introduced. Next, the nature of HRQOL and its
relevance for adult cancer survivors will be discussed.
Health-Related Quality of Life
Similar to how there is no one agreed-upon definition for the age span of YACS,
there is no one agreed-upon definition of HRQOL (Institute of Medicine [IOM], 2006;
McHorney & Cook, 2005; Padilla & Grant, 1985). Generally, HRQOL refers to how a
medical condition relates to different aspects of one’s quality of life (Ferrans, 2005).
Specifically for cancer survivors, HRQOL illustrates how well individuals are living
versus how long they are living after being diagnosed with cancer (Jacobsen & Jim,
2011). The IOM (2006) described four HRQOL domains commonly assessed with cancer
survivors: (a) physical (e.g., level of pain or fatigue); (b) psychological (e.g., anxiety,
depression, or fear of recurrence); (c) social (e.g., feeling close to partner, family, or
friends); and (d) spiritual (e.g., meaning in life, or religiosity). Other authors have
identified other HRQOL domains relevant to cancer survivors such as functional ability
(e.g., self-care or mobility), medical treatment satisfaction (e.g., satisfaction with the care
received from one’s medical staff), and sexuality/intimacy (e.g., body image or sexual
satisfaction) (Brennan, 2004). Clearly, despite having no agreed-upon definition,
HRQOL is viewed as a construct consisting of different factors rather than as a
unidimensional construct.
For cancer survivors, HRQOL is widely accepted to be both a multidimensional
concept (Ferrans, 2005; Jacobsen & Jim, 2011) as well as a subjective concept (Eiser et
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al., 2009; Philip, Merluzzi, Peterman, & Cronk, 2009). Not only do cancer survivors have
various domains in their lives that may be affected by a cancer diagnosis, they also view
the importance of those domains within the context of their own lived experience. Bishop
(2005) proposed a model for understanding the effect of chronic illness and disability on
individuals’ adjustment that embodies these two overall aspects of HRQOL. Bishop
called the model the Disability Centrality Model. Within this model, Bishop outlined four
central tenets for how one adapts—and thus has a positive HRQOL—after being
diagnosed with a chronic illness or disability: (a) HRQOL is multifaceted and consists of
domains that may have more or less subjective importance in one’s life, depending on the
individual; (b) chronic illness and disability affects an individual’s level of HRQOL, and
this effect may be perceived negatively; (c) individuals want to maintain a high level of
HRQOL, and so they will try to increase their HRQOL from its current level to a more
ideal level; and (d) individuals can increase their HRQOL by either viewing affected
domains as less important and less affected domains as more important or by finding new
ways to perceive contentment in important HRQOL domains that have been negatively
affected by chronic illness or disability. Bishop’s conceptual model for how individuals
diagnosed with a medical illness can improve their HRQOL will be used later in
discussing how counselors may aid YACS in improving their HRQOL by focusing on
topics rated by YACS as most helpful to discuss in counseling.
The HRQOL domains assessed on any HRQOL assessment measure depend on
the HRQOL conceptual framework chosen by the assessment measure’s creator(s). For
the current study, the HRQOL conceptual framework devised by Cella et al. (1993) was
used. In 1993, Cella and colleagues developed a HRQOL instrument they named the
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Functional Assessment of Cancer Therapy-General (FACT-G). Though initially
developed for cancer survivors currently receiving medical treatment for advanced
cancer, the FACT-G in its current version (Version 4) can be used with cancer survivors
both currently receiving medical treatment as well as survivors who have completed
medical treatment for any stage of cancer (Zebrack & Cella, 2005). Whereas certain
HRQOL measures may be diagnosis-specific or specific to medical treatment status, the
FACT-G is not specific to any one cancer diagnosis or stage of treatment (Erickson,
2005) and has been utilized in evaluating how well other HRQOL measures assess
HRQOL in long-term cancer survivors (Ferrell, Dow, & Grant, 1995). The FACT-G is a
general HRQOL measure specifically developed for cancer survivors.
Cella et al. (1993) constructed the HRQOL conceptual framework for the FACTG by interviewing cancer survivors and oncology medical professionals about topics
related to HRQOL. These participants were asked to rate how important these topics
would be for cancer survivors. The most important items were included on earlier
versions of the instrument. Exploratory and confirmatory factor analysis were conducted
with these earlier versions of the instrument to identify the HRQOL domains included in
the current version of the FACT-G. Though initially consisting of five HRQOL domains
(the excluded domain concerned the relationship with one’s doctor), the current version
of the FACT-G consists of four HRQOL domains: physical well-being, emotional wellbeing, social/family well-being, and functional well-being. These four domains were
identified as the HRQOL conceptual framework through factor analysis with different
samples of cancer survivors across previous versions of the FACT-G. More recently,
Cella and colleagues have identified spiritual well-being as an additional important
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domain of HRQOL for cancer survivors (Brady, Peterman, Gitchett, Mo, & Cella, 1999).
The Functional Assessment of Chronic Illness Therapy-Spiritual (FACIT-Sp12) was
created to assess for the HRQOL domain of spiritual well-being with cancer survivors
(Peterman et al., 2002). The FACT-G and the FACIT-Sp12 may be combined within
Cella et al.’s conceptual framework to measure these five domains of HRQOL identified
above. These five domains and two measures were used in this study for conceptualizing
and assessing HRQOL for YACS.
To summarize, HRQOL is a construct lacking an official definition. Although
numerous conceptual frameworks for describing domains of HRQOL exist, psychosocial
researchers have agreed that HRQOL is a multidimensional construct with domains of
different importance to different individuals. The HRQOL conceptual framework devised
by Cella and colleagues (1993) was used to conceptualize HRQOL in this study. This
conceptual framework included physical well-being, emotional well-being, social wellbeing, functional well-being, as well as the more recent addition of spiritual well-being.
In the next section, HRQOL will be discussed specific to YACS. This discussion will
include previous research focusing on relative levels of HRQOL of YACS as well as
what is known about each of the five domains of HRQOL for YACS.
Health-Related Quality of Life of Young Adult Cancer Survivors
Thoroughly reviewing HRQOL of YACS proves difficult. As mentioned
previously, YACS are not as a common focus in cancer research compared to older and
younger cancer survivors (Bleyer, 2002). This trend continues when inquiring about
YACS’ HRQOL. Bleyer and Barr (2009) asserted that the dearth of information specific
to YACS illustrates how their psychosocial needs have been neglected by researchers.
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Research focusing on YACS’ psychosocial needs would aid healthcare professionals in
improving the quality of YACS’ medical care (Bleyer & Barr, 2009). Furthermore, as this
study aims to discuss, gaining a better understanding of YACS’ psychosocial needs could
also help counselors and other mental health professionals in improving YACS’ HRQOL.
Rodrigue's (2010) dissertation examining psychosocial needs of cancer survivors
by age, sex, and interest in support group attendance appears to be the first known study
to calculate mean scores of HRQOL in a combined-gender sample of YACS between 18
and 40 years old using the FACT-G. Rodrigue conducted an analysis of variance to
assess for significant differences in HRQOL domains between YACS and adult cancer
survivors who were between the ages of 41 and 80. Although Rodrigue did not find any
significant differences in HRQOL domains between groups, sample size could have been
a barrier to achieving significant results. Although Rodrigue’s overall sample size was
100 participants, 78 of those participants were between 41 and 80 years old leaving only
22 participants between 18 and 40. Reduced power due to unequal sample size could
have potentially led to a Type II error in which results that may have otherwise been
significant did not achieve significance due to sampling method. Attempting to compare
mean levels of HRQOL of YACS and older adults is challenging when relatively few
YACS were included in the study sample.
Taylor and Kashubeck-West (2012b) used the FACT-G and FACIT-Sp12 to
assess HRQOL of YACS in a study with 151 YACS. Taylor and Kashubeck-West found
through the use of t-tests that the YACS in their sample reported a significantly lower
level of overall HRQOL on the FACT-G than did a sample of 2,236 adult cancer
survivors ranging in age from 18 to 92 years who had also completed the FACT-G
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(Brucker, Yost, Cashy, Webster, & Cella, 2005). This result is consistent with Ganz et
al.'s (2003) finding of younger female breast cancer survivors reporting a significantly
lower level of mental health than older female breast cancer survivors. Young adult
cancer survivors, who may have already been in the midst of life changes and transitions
prior to a cancer diagnosis (Arnett, 2000), may experience heightened distress related to
HRQOL in finding themselves dependent upon their family and experiencing difficulty
relating to non-cancer survivor friends (Brennan, 2004). These psychosocial challenges
may differ from older adult cancer survivors who may have already achieved some level
of stability in their lives and may be used to medical issues being a more prominent part
of life. A cancer diagnosis is often a surprise to YACS due to a lack of problematic
physical symptoms prior to diagnosis (Snobohm, Friedrichsen, & Heiwe, 2010). Bleyer
and Barr (2009) described the psychosocial needs relevant to YACS as being both
“broader in scope and more intense than those at any other time in life” (p. 204). These
claims support the exploration of psychosocial concerns of YACS as well as psychosocial
interventions to help address these concerns.
The following section will review demographic variables relevant to HRQOL of
YACS as well as Cella et al.’s (1993) and Brady et al.’s (1999) five HRQOL domains
that were explored with YACS in this study.
Relevant Demographics
In this study, the demographic variables race/ethnicity, socioeconomic status,
sexual orientation, gender, and medical treatment status were used to explore HRQOL of
YACS.
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Race/ethnicity. Although sampling in Taylor and Kashubeck-West’s (2012b)
study did not allow for analysis across race/ethnicity because a majority of individuals in
the sample identified as Caucasian/White, race/ethnicity is important to consider when
studying HRQOL of YACS. In looking at the incidence rate of being diagnosed with
cancer in the United States, YACS identifying as Non-Hispanic White have the highest
incidence of being diagnosed with cancer, followed by Black/African American,
Hispanic/Latino, Asian/Pacific Islander, and finally American Indian/Alaska Native
(Bleyer & Barr, 2009). Even though YACS identifying as Black/African American have
the second-highest cancer incidence rate in the United States within the YACS age group,
they have been reported to have the lowest survival rates (Bleyer & Barr, 2009). Bleyer
and Barr (2009) reported that YACS identifying as White have the highest survival rates,
followed by Asian/Pacific Islander and Indian/Alaska Native. A discrepancy exists
between YACS identifying as Black/African American being diagnosed with cancer and
receiving the medical care necessary for survival.
In the United States, race/ethnicity is a factor related to the status and quality of
cancer survivors’ medical care (Barton-Burke, Smith, Frain, & Loggins, 2010; Freeman,
2003). According to the IOM (2006), cancer survivors not identifying as White may be
more likely to encounter difficulties accessing healthcare and treatments for cancer
(socioeconomic status, addressed in the next section, may be partly responsible for this
disparity). Difficulty accessing healthcare may be a factor associated with cancer
survivors’ well-being and HRQOL (Brennan, 2004). Since HRQOL is a
multidimensional construct, predicting one’s overall level of HRQOL solely by
race/ethnicity is challenging. Generally speaking, cancer survivors identifying as White
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tend to report higher levels of HRQOL than other races/ethnicities (Cotton, Levine,
Fitzpatrick, Dold, & Targ, 1999; Graves et al., 2012; Janz et al., 2009). Drawing
conclusions about the nature of HRQOL of YACS based on race/ethnicity is cautioned
due to a severe sampling bias that has been evident in psychosocial cancer research.
Psychosocial cancer research has primarily been done with samples in which a majority
of participants have identified as White (Anderson, 1992). Although HRQOL has been
explored in cancer survivors identifying as African American (Leak, Hu, & King, 2010)
and Latino/Latina (Graves et al., 2012; Juarez, Ferrell, & Borneman, 1998) more of a
focus on how culture and environmental factors may affect one’s experience with cancer
(Barton-Burke et al., 2010) is needed prior to drawing conclusions about HRQOL by
race/ethnicity.
Socioeconomic status. Perhaps more relevant to YACS’ HRQOL than
race/ethnicity is socioeconomic status (SES). Five-year survival rates after a cancer
diagnosis are higher across race/ethnicity for adult cancer survivors living in areas in
which less than 10% of the residents are considered below poverty compared to adult
cancer survivors living in areas in which greater than 20% of the residents are considered
below poverty (IOM, 2006). Freeman (2003) asserted that poverty relates to health
disparity to a greater degree than any other demographic factor. Poverty, inability to
afford insurance, and social injustice need to be considered in contextualizing healthcare
disparities.
In addition to health disparities, lower income may predict distress and HRQOL
in cancer survivors (Carlson et al., 2004; Lim & Zebrack, 2006). Low SES has been
identified as a risk factor associated with poorer treatment outcomes for breast cancer
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(Bradley, Given, & Roberts, 2002). Cancer survivors identifying as being of a lowincome social class status have been known to report significantly lower HRQOL than
survivors identifying as being of a middle-income or a high-income social class (Zebrack,
Yi, Petersen, & Ganz, 2008). Among YACS, Kashubeck-West and Taylor (2012) found
results similar to Zebrack et al.’s (2008) results. Young adult cancer survivors who
identified as lower/working/lower middle class reported significantly lower levels of
HRQOL than YACS who identified as middle class. Seemingly, contextual factors
associated with being of a lower SES (Barton-Burke et al., 2010) are related to HRQOL
of YACS. As such, SES must be assessed when examining HRQOL of YACS to better
understand the context of what they self-report.
Sexual orientation. Very little is known about cancer incidence rates,
psychosocial needs, and HRQOL for cancer survivors identifying as lesbian, gay,
bisexual, or transgender (LGBT; Brennan, 2004). In medical research, information on
participants’ sexual orientation is infrequently collected (Brennan, 2004). Because
sampling methods resulted in a sample with a majority of individuals identifying as
heterosexual, Taylor and Kashubeck-West (2012b) were unable to explore HRQOL of
YACS identifying as LGBT. No known studies have explored HRQOL specific to YACS
identifying as LGBT. This is a significant gap in the literature preventing counselors and
healthcare professionals from gaining a holistic understanding of YACS identifying as
LGBT and their HRQOL. This study attempted to connect with cancer organizations
focusing on cancer survivors identifying as LGBT in an effort to obtain a sample with
YACS identifying as LGBT.
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Gender. Like sexual orientation, gender is another demographic variable that has
not been thoroughly explored with cancer survivors. Most psychosocial research that has
been conducted has had samples in which a majority of the participants identified as
female—very little research has been conducted focusing specifically on male cancer
survivors (Brennan, 2004). It is believed that approximately one-third of male cancer
survivors experience some kind of distress related to HRQOL, but this distress is
challenging to fully understand because male cancer survivors tend to be less likely than
women to participate in psychosocial cancer research or seek assistance in improving
their HRQOL (Corboy, McLaren, & McDonald, 2011). Taylor and Kashubeck-West
(2012b) were unable to explore HRQOL across gender because their sample did not
contain enough male YACS to run analyses by gender. Campbell-Enns and Woodgate
(2013) recently reviewed the literature related to male YACS and reviewed 16 articles
detailing original research meant to explore the lived experiences of male cancer
survivors that included YACS in their sample. Campbell-Enns and Woodgate reported
five themes consistent across the research for male YACS: (a) masculinity being affected
due to physical changes such as hair loss and sexual functioning; (b) concerns about
being a good father while undergoing cancer treatment as well as the potential to be a
father once cancer treatment has been completed; (c) the balance of maintaining
closeness with family during cancer treatment while not being an emotional burden; (d)
worries about discussing one’s cancer diagnosis and treatment with family and friends;
and (e) coping with uncertainty about aspects of one’s life affected by a cancer diagnosis
such as fertility, finances, or recurrence. The authors’ review of the literature
demonstrates that male YACS do experience concerns related to being diagnosed with
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cancer. For the current study, cancer organizations focusing on male cancer survivors and
testicular cancer were contacted in an effort to obtain a sample containing male YACS.
Medical treatment status. The final demographic variable that was included in
this study for exploring HRQOL of YACS was medical treatment status. Although not a
typical demographic variable in most counseling research, medical treatment status is an
important status variable in understanding the context surrounding a cancer survivor’s
HRQOL. Although being a cancer survivor is rarely considered to be psychosocially
straightforward, two time points across the cancer continuum have been identified as
being especially psychosocially difficult: (a) receiving a cancer diagnosis (Rabin et al.,
2011), and (b) transitioning off of receiving active medical treatment (Brennan, 2004;
Rabin et al., 2011; Rowland, 2008). Feelings of fear and uncertainty can exist at both
time points. When receiving a cancer diagnosis and undergoing medical treatment,
psychosocial needs surrounding physical well-being and healthcare information may be
especially relevant (Millar, Patterson, & Desille, 2010; Parker, Baile, De Moor, & Cohen,
2003). Once a cancer survivor has completed medical treatment, emotional, social, and
spiritual psychosocial needs may become important to address as survivors experience
the uncertainty of cancer recurrence, leave supportive hospital staff, and possibly
experience a decline in personal social support—for example, support persons expecting
the survivor to return to ‘normal’ once medical treatment has ended (Brennan, 2004;
Ferrell et al., 1995; Millar et al., 2010; Rowland, 2008; Schnipper, 2003; Stanton et al.,
2005).
Specific to YACS, Kashubeck-West and Taylor (2012) reported that having
completed medical treatment was a significant positive predictor of overall HRQOL.
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Considering HRQOL was assessed as an overall unidimensional construct rather than as a
multidimensional construct, caution should be taken in drawing conclusions from that
result. Perhaps different domains of HRQOL are differentially predicted by medical
treatment status. This study explored HRQOL of YACS while approaching HRQOL as a
multidimensional variable with different outcome domains. In the following sections, the
five HRQOL domains that were explored with YACS in this study will be discussed.
Physical Well-Being
Cella (2000) described physical well-being, as measured by the FACT-G, as
relating to “disease symptoms and treatment side effects” (p. 76). Physical well-being—
particularly one’s level of pain and physical distress—may be a factor leading cancer
survivors to request physician-assisted suicide (Meier, Emmons, Litke, Wallenstein, &
Morrison, 2003). With physical well-being being related to the decision to request
assistance in ending one’s life, understanding YACS’ physical well-being is imperative to
understanding their perceived HRQOL. One facet of physical well-being that may
positively relate to HRQOL is physical exercise (IOM, 2006). Young adult cancer
survivors may already be accustomed to engaging in more physical exercise than older
adult cancer survivors, but among similarly-aged peers without a history of cancer,
YACS tend to engage in less physical exercise (Hall et al., 2012). Expecting YACS to
meet weekly exercise guidelines may be challenging for a variety of reasons. According
to Rabin (2011), medical treatment such as chemotherapy and radiation may lead to
YACS being at a higher risk for cardiovascular disease, issues with fertility, future
malignancies, weight gain, and fatigue. Fatigue, especially, may make it difficult for
YACS to engage in physical exercise. Promisingly, Bellizzi et al. (2009) reported that
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obtaining even a low level of physical exercise may be associated with higher levels of
HRQOL for adult Non-Hodgkin’s Lymphoma cancer survivors. Although YACS may be
unable to meet recommended guidelines for physical exercise because of factors such as
fatigue, being busy with other life obligations, or not being able to afford a gym
membership (Rabin, 2011), they could be encouraged to exercise to whatever degree is
possible for them in an effort to improve their physical well-being and HRQOL.
In addition to physical exercise, body image is another aspect of physical wellbeing related to the HRQOL of YACS (Brennan, 2004). Snobohm et al. (2010) identified
five ways YACS may perceive their body and physical health differently after having
been diagnosed with cancer: (a) different bodily changes due to cancer or medical
treatment, such as hair loss; (b) levels of discomfort—such as fatigue and nausea—due to
cancer treatments; (c) an inability to view their bodies without thinking about how their
body used to be; (d) different perceptions of body image compared to before their cancer
diagnosis; and (e) difficulty accepting that they truly do have cancer, since often YACS
did not suspect they had cancer due to feeling healthy overall (Snobohm et al., 2010).
Seemingly, body image could be an area of psychosocial concern for YACS that
counselors could inquire about and discuss.
In exploring unmet supportive care needs of YACS, Zebrack (2009) found that
YACS reporting fair or poor overall physical health tended to report family counseling as
an unmet need more frequently as compared to those reporting good, very good, or
excellent physical health. Similarly, YACS reporting poor, fair, or good physical health
reported sexual and/or intimacy counseling as an unmet need as compared to those
reporting very good or excellent physical health; YACS reporting poor, fair, or good
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physical health were somewhat more likely to identify religious and/or spiritual
counseling as an unmet need as compared to those reporting very good or excellent health
(Zebrack, 2009). Zebrack’s findings suggest that lower physical well-being could be
related to unmet psychosocial concerns in a variety of areas, but more research is needed.
This study aimed to explore counseling topics which may be related to physical wellbeing of YACS in an effort to help improve HRQOL.
Researchers have discussed associations between physical well-being of YACS
and demographic variables. For example, Janz et al. (2009) reported lower levels of
physical well-being for breast cancer survivors identifying as African American or Latina
in comparison to survivors identifying as White. Health disparities in access to and
provision of healthcare services in the context of race/ethnicity (Barton-Burke et al.,
2010; Freeman, 2003) may help explain such differences in physical well-being. If
individuals cannot access or afford healthcare, they may be less likely to report positive
physical health or physical well-being. Gender may also highlight differences in physical
well-being among YACS. Male cancer survivors tend to report higher levels of physical
health and activity than women (Belanger, Plotnikoff, Clark, & Courneya, 2013; Parker
et al., 2003; Rabin, 2011); however, Rabin (2011) stated that male YACS tend to smoke
cigarettes and drink alcohol more heavily than female YACS. In exploring YACS’
physical well-being, differentiating between physical activity and substance use may be
important in understanding YACS’ physical well-being and helping to improve their
HRQOL. Finally, Parker et al. (2003) found that cancer survivors currently receiving
medical treatment reported lower physical well-being than cancer survivors who had
completed medical treatment. Not surprisingly, cancer survivors undergoing medical
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treatments such as surgery, radiation, and chemotherapy may experience reduced
physical well-being compared to survivors who are no longer receiving medical
treatment. Taylor and Kashubeck-West (2012b) reported that having completed medical
treatment and a sense of meaning in life were significant positive predictors of YACS’
physical well-being. This study continued to explore how demographic variables,
perceived social support, and a sense of meaning in life relate to YACS’ physical wellbeing.
Emotional Well-Being
Emotional well-being in the context of being a cancer survivor refers to “a wide
range of psychological effects of the disease, from coping with the illness and distress to
enjoying life despite one’s illness” (Cella, 2000, p. 79). Adult cancer survivors have
reported wishing their medical physician would inquire about their emotional well-being
(Detmar, Aaronson, Wever, Muller, & Schornagel, 2000). Detmar et al. (2000) found that
physicians often do not initiate conversations about emotional well-being with their
patients despite identifying that doing so is their responsibility as a healthcare
professional. This is a HRQOL domain in which counselors can be especially beneficial
to YACS.
Three important emotional concerns have been identified as being especially
relevant for YACS (Corbeil et al., 2009; Odo & Potter, 2009). First, YACS may feel
concerned about establishing a new sense of normalcy in their lives. After being
diagnosed with cancer, YACS may experience difficulty in knowing how they want to
integrate the identity of being a cancer survivor into their already-forming sense of
identity as an adult (Odo & Potter, 2009). A second emotional concern involves
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experiencing uncertainty. A cancer diagnosis relates to uncertainty both about one’s
present—such as educational program or career choice—and one’s future, such as
uncertainty about future physical health (i.e., a recurrence) or uncertainty about being
able to watch one’s kids grow up (Odo & Potter, 2009). Finally, the feeling of having to
become more dependent on family can be emotionally difficult for YACS (Odo & Potter,
2009). Young adulthood is a developmental time in which young adults tend to separate
from family and become more independent (Arnett, 2000). The need to reach out to
others for help may be contradictory with this developmental task and can elicit an
emotional response.
Although regarded as a demographic variable in this study, medical treatment
status, in particular transitioning off of medical treatment, should be a focus in
understanding the emotional well-being of YACS. Odo and Potter (2009) discussed that
transitioning off of medical treatment is an emotionally challenging time. Rowland
(2008) identified reasons illustrating why completing treatment can produce anxiety in
cancer survivors. Although not specific to YACS, the following emotional concerns that
Rowland (2008) discussed are relatively universal for adult cancer survivors: (a) worry
that the cancer will come back as a recurrence; (b) fear about not being medically
monitored as frequently as they were while actively receiving treatment; and (c) lessened
overall sense of well-being related to side effects from cancer treatment, such as
emotional concerns about physical scarring or any lasting cognitive difficulty from
chemotherapy treatment (i.e., “chemo brain” (p. 661); Evens & Eschiti, 2009). Emotional
concerns may not be perceived as being as intense while in treatment possibly because of
YACS needing to focus first on their medical situation prior to being able to focus on
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their emotional well-being (Odo & Potter, 2009). Emotional concerns may become a
priority after treatment completion as medical concerns become less immediate threats to
one’s health. Taylor and Kashubeck-West (2012b) found that having completed medical
treatment and a sense of meaning in life were significant positive predictors of YACS’
emotional well-being, so more exploration is needed to better understand how medical
treatment status predicts YACS’ emotional well-being. This study continued to explore
how demographic variables, perceived social support, and a sense of meaning relate to
YACS’ emotional well-being.
Social Well-Being
Social well-being refers to one’s “social activity/support” (Cella, 2000, p. 79) and
“relationship quality” (Cella, 2000, p. 79). Social support has been identified as a variable
that contributes to overall well-being in cancer survivors and other individuals with
medical illnesses (Chronister, Johnson, & Lin, 2009; Treadgold & Kuperberg, 2010). For
example, terminally-ill adults with less than six months to live have identified social
support characterized by conflict as being a significant part of their consideration to
hasten their death (Schroepfer, 2008). The perception of having positive social support is
important, and how YACS feel about the quality of their social support is a crucial
element in understanding their HRQOL. The Main Effect Model and the Stress-Buffering
Model are two different models of social support that conceptualize social support’s
relationship with well-being (Chronister et al., 2009)
Structural social support. According to Chronister et al. (2009), the Main Effect
Model states that social support positively contributes to overall well-being regardless of
whether an individual is experiencing stress. The Main Effect Model is most closely
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related to the type of social support termed structural support. Structural support refers to
the number of individuals within someone’s social support network and how connected
those individuals are with one another (i.e., boundedness). Although Chronister et al.’s
(2009) review of the literature suggested that structural support—that is the existence of
social relationships—may have a positive effect on physical well-being, this result has
not been consistent in cancer research studies. For example, in a study of 636 adult (mean
age 66.5 years) colorectal cancer survivors, Sultan et al. (2004) did not find a relationship
between structural support and either physical or psychological health. In a second
example, Lim and Zebrack (2006) did not find social network size or boundedness to be
significantly related to leukemia and lymphoma survivors’ satisfaction with their social
support. Additionally, neither network size nor boundedness demonstrated a positive
predictive influence on HRQOL in Lim and Zebrack’s study with leukemia and
lymphoma survivors. Given these findings, social support needs to be viewed with cancer
survivors as more than simply the number of existing support persons or the extent to
which those support persons know one another. The Stress-Buffering Model of social
support described next offers a different way to conceptualize social support.
Functional social support. The Stress-Buffering Model states that certain types
of functional support from others—instrumental, informational, and emotional support—
can help reduce (i.e., moderate) the impact of stressful events on one’s well-being
(Chronister et al., 2009; Sultan et al., 2004). Instrumental support may include others
helping with daily tasks such as providing transportation or helping with grocery
shopping (Helgeson & Cohen, 1996). Instrumental support that YACS could find useful
may include watching one’s young children, driving someone to school or work, or
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bringing someone dinner. When asked about instances of unhelpful instrumental support,
YACS have primarily identified examples within a medical context such as rushed or
painful medical services (Zebrack, Chesler, & Kaplan, 2010). Informational support has
been characterized as others providing information believed to be relevant to a person’s
situation (Helgeson & Cohen, 1996). For YACS, pertinent informational support could
include information about what to tell a potential dating partner, how to style a wig
according to modern fashion, or one’s employment rights. Zebrack et al. (2010) asked
YACS to describe unhelpful types of informational support; typically, being told facts
about their diagnosis such as survival rates or being given unsolicited advice were
characterized by YACS as being unhelpful. Finally, the third kind of functional social
support, emotional support, can be described as when others demonstrate caring about
and validating a person’s feelings and experiences (Helgeson & Cohen, 1996). Providing
YACS with emotional support can include listening to someone’s fears, offering someone
a hug, or being present while someone cries. When Zebrack et al. asked YACS to identify
unhelpful emotional support, they responded that others minimizing their feelings, not
acknowledging their feelings, or not making themselves emotionally available when they
deemed it necessary were instances of unhelpful emotional support. In ranking the
perceived helpfulness of each type of functional support, emotional support has been
reported as being most helpful and associated with improved mental health (Helgeson &
Cohen, 1996; Sultan et al., 2004). Chronister et al. (2009) identified that these three types
of functional support can either be perceived by individuals to be available if they were to
need them or can be received as having been available and provided when they were
needed. Received functional social support will be discussed first.
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Lehto-Järnstedt, Ojanen, and Kellokumpu-Lehtinen (2004) asked a sample of 72
newly diagnosed adult melanoma and 103 newly diagnosed adult breast cancer survivors
what kinds of received social support had been beneficial for them. From all support
persons, participants identified that others displaying optimism, being accepting of the
participant’s experience, and expressing concern and affection were helpful kinds of
received functional support. From friends and other cancer survivors, participants
identified that being truly understood was helpful. From medical staff, participants
identified staff caring during treatment as being helpful received functional support.
Interestingly, Lehto-Järnstedt et al.'s study found that the length of one’s committed
partnership was not related to the amount of functional support received from that
partner. Furthermore, an increase in structural support (i.e., making new social
connections) was unrelated to survivors’ reported level of received functional support.
Simply having a large number of friends does not mean those friends are providing
adequate functional social support.
Parker et al.’s (2003) study of 351 adult cancer survivors (mean age 57.2 years) is
one example of the benefit of perceived functional social support for cancer survivors.
Parker et al. found that higher amounts of reported perceived functional social support
had a significant negative association with anxiety and depression for the cancer
survivors in the study sample. As cancer survivors perceived having more available
social support if they were to need it, they reported reduced levels of anxiety and
depression. Lim and Zebrack (2006) also found perceived functional social support to be
a strong predictor of HRQOL for adult cancer survivors. Because perceived functional
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social support has been reported as a potentially positive predictive factor of HRQOL, it
was used as a predictor variable for HRQOL domains in this study with YACS.
Young adult cancer survivors have unique social support needs, and their need for
social support may differ from older adult cancer survivors. Hall et al. (2012) explored
YACS’ psychosocial well-being compared with cancer survivors 64 years and older in a
cancer and gender-typed matched sample. In assessing social well-being, Hall et al.
reported YACS had a slightly lower social well-being score on a measure of HRQOL
than did the adult cancer survivors. Although this result did not achieve statistical
significance, it did achieve small clinical significance. Hall et al. suggested that YACS
may report lower levels of social well-being because of being unable to participate in
their normal social activities with other friends. When experiencing side effects of
medical treatment such as nausea, fatigue, or an impaired immune system, YACS may
not feel comfortable participating in social activities in public places with loud noises,
strong smells, or large crowds. Furthermore, YACS may not feel comfortable expressing
their feelings with their friends or significant other for fear of not being understood
(Treadgold & Kuperberg, 2010), or with their family because of not wanting to have to
depend on them for support (Brennan, 2004).
Social relationships can be challenging for YACS for a number of reasons: (a)
peers without cancer can find it difficult to understand their experiences; (b) potential
dating partners may not react well to knowing someone has or has had cancer; (c) YACS
can feel isolated even among other adult cancer survivors due to infrequently meeting
other YACS; and (d) support persons often believe active social support is not as
necessary once medical treatment is completed, so YACS may experience less social
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well-being after having completed medical treatment (Odo & Potter, 2009; Stanton et al.,
2005). In a review of the literature, Zebrack (2011) suggested that improved perceived
functional social support could help YACS feel less socially isolated and alone.
Additionally, Taylor and Kashubeck-West (2012b) found that perceived social support
and meaning in life were significant positive predictors of YACS’ social well-being. This
supports the notion that perceived social support is related to improving YACS’ HRQOL.
Demographic variables may relate to YACS’ social well-being. Kashubeck-West
and Taylor (2012) found that three demographic variables were related to YACS’ level of
perceived functional social support: (a) YACS who had completed medical treatment
reported a significantly higher level of perceived functional social support than YACS
still in medical treatment; (b) YACS who were partnered or in a committed relationship
reported significantly higher levels of perceived functional social support than YACS
who were single; and (c) YACS identifying as middle class reported significantly higher
levels of perceived functional social support than YACS identifying as
lower/middle/lower middle class. Additionally, race/ethnicity may be a moderating
variable between perceived social support and HRQOL. Matthews, Tejeda, Johnson,
Berbaum, and Manfredi (2012) found that as perceived social support increased for
cancer survivors identifying as African American, mental health quality of life increased
as well. This was not the case for cancer survivors identifying as White. Perhaps social
support plays a different cultural role for cancer survivors identifying as African
American than for cancer survivors identifying as White. Race/ethnicity has not been
thoroughly explored as a potential moderating variable between perceived social support
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and HRQOL of YACS. This study continued to explore how demographic variables,
perceived social support, and a sense of meaning relate to YACS’ social well-being.
Functional Well-Being
Cella (2000) described functional well-being as “the ability of the patient to
perform activities of daily living and role performance” (p. 78). Little has been studied
about how a cancer diagnosis can interfere with the daily activities of YACS in the sense
of relating to their functional well-being. Odo and Potter (2009) discussed how YACS’
daily life can be altered after a cancer diagnosis. For example, YACS who had been
pursuing an educational degree may find themselves unable to complete schoolwork on
time while undergoing medical treatment or functionally unable to carry out the tasks of a
chosen career path because of side effects from medical treatment such as reduced
functionality of a limb or difficulty concentrating. Young adult cancer survivors may
have been building their finances only to find themselves having to spend their savings
on medical or fertility-preserving treatments.
Zebrack's (2009) study with a sample of 879 YACS is one of the first known
studies examining how functional well-being relates to the unmet needs of YACS.
Similar to physical well-being, Zebrack found associations between one’s level of
functional well-being and the frequency of identifying unmet counseling needs. For
YACS who identified their cancer diagnosis as having a significant interference with
their daily activities, 28.2% reported family counseling as an unmet need. Similarly,
44.3% of those identifying significant interference identified sexual/intimacy counseling
as an unmet need, and 20.8% reported religious/spiritual counseling as an unmet need.
Although one must be cautious in drawing conclusions from these results, these may be
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potential areas for counselors to explore in different counseling modalities. Finally,
Taylor and Kashubeck-West (2012b) found that having completed medical treatment and
a sense of meaning in life were significant positive predictors of YACS’ functional wellbeing. This study continued to explore how demographic variables, perceived social
support, and a sense of meaning relate to YACS’ functional well-being.
Spiritual Well-Being
As mentioned previously, spiritual well-being was not originally a part of Cella et
al.'s (1993) HRQOL conceptual framework. Brady et al. (1999) and Peterman et al.
(2002), colleagues of Cella, discussed how the FACIT-Sp12—a measure of spiritual
well-being as a domain of HRQOL—has been found to correlate with overall HRQOL as
strongly as Cella et al.’s four domains of HRQOL, as measured on the FACT-G. Ferrell
and Munevar (2012) asserted that spirituality is a domain of HRQOL and should be
included in HRQOL assessment at all points along the cancer care trajectory. Other
authors, such as Clay et al. (2010) have echoed Ferrell and Munevar’s assertion about the
importance of including spiritual well-being in examining cancer survivors’ HRQOL.
Before discussing what is known about YACS’ spiritual well-being, spirituality as
a concept must be described. Surbone et al. (2010) stated that spirituality is larger than
just religion. Spirituality has been discussed as being a multifaceted concept, which
includes religion and a dimension related to a sense of meaning and purpose in life
(Visser, Garssen, & Vingerhoets, 2010). Clay et al. (2010) offered a similar definition of
spiritual well-being as an individual’s experience of meaning, faith, and peace in life and
beyond. In this study, Brady et al.’s (1999) description of spirituality as measured by the
FACIT-Sp12 was used to define spiritual well-being; Brady et al. described it as “a sense
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of meaning in one’s life, harmony, peacefulness, and a sense of strength and comfort
from one’s faith” (p. 420). Spirituality may include religious faith, but it does not
necessarily have to (Edser & May, 2007). In reviewing the literature, one may find the
term existential well-being used to describe the concept of having a sense of meaning and
purpose in life (Edmondson, Park, Blank, Fenster, & Mills, 2008; Ferrell & Munevar,
2012). In this study, this construct will be referred to as meaning in life, rather than as
existential well-being, because the term meaning in life is commonly found in existential
counseling theories (Frankl, 1959/2006; Yalom, 1980) rather than the term existential
well-being.
Across the demographic variables in this study, race/ethnicity has potentially been
explored most frequently with cancer survivors in relation to their spiritual well-being.
For example, in an ethnically-diverse sample of 248 adult cancer survivors with various
cancer diagnoses, between 25% to 51% of the sample reported having experienced unmet
spiritual needs (Moadel et al., 1999). When examined across ethnicity, Moadel et al.
(1999) found that 61% of Hispanic participants identified five or more unmet spiritual
needs; 41% of African American participants and 25% of White participants did the
same. Two additional studies using ethnically-diverse samples of adult cancer survivors
reported that African American and Latino cancer survivors reported higher levels of
spiritual well-being than cancer survivors identifying as White or as other ethnicities
(Peterman et al., 2002; Zavala, Maliski, Kwan, Fink, & Litwin, 2009). Murphy et al.
(2010) stated that Black or African American individuals tend to be more involved in
religious activities than White individuals; the authors also postulated that Hispanic
individuals may be involved in religious activities to a similar extent as Black or African
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American individuals. These differences in the level of religious involvement may help in
explaining why White individuals tend to report lower spiritual well-being than
individuals of other races/ethnicities. Although this study will not explore religious faith
as its own outcome variable, noting that spirituality is viewed as a multidimensional
construct may help in describing differences in reported levels of spiritual well-being
across races/ethnicities.
Next, the two dimensions of spirituality—meaning in life and religious faith—
will be discussed. Relevant to YACS, Odo and Potter (2009) stated that a cancer
diagnosis has the potential to strengthen or weaken YACS’ level of spirituality and
spiritual well-being. Having to confront one’s mortality and the possibility of death as a
young adult may initiate thoughts about meaning in life and one’s purpose in life (Odo &
Potter, 2009). Gaining a better understanding of YACS’ spiritual well-being—and sense
of meaning in life in particular—is important for their HRQOL.
Meaning in life. As discussed, spiritual well-being has been viewed as a
multifaceted concept. Jim, Purnell, Richardson, Golden-Kreutz, and Andersen (2006)
conceptualized spiritual meaning in life with adult cancer survivors as survivors
experiencing purpose in life, valuing living, and having goals viewed as important to
achieve in life. Although just an aspect of spirituality, a sense of meaning in life has been
reported as being significantly related with Cella et al.’s (1993) four HRQOL domains on
the FACT-G (Brady et al., 1999; Schoen & Nicholas, 2004). This study explored a sense
of meaning in life as a unique independent predictor of YACS’ reported level of HRQOL
in the five domains discussed previously.
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In a study of physicians who had agreed to participate in at least one patient’s
request for a hastened death, 47% of physicians stated the request had been, at least
partially, because of a loss of meaning in the patient’s life (Meier et al., 1998). Clearly,
meaning in life is an important aspect of one’s overall well-being. Odo and Potter (2009)
stated that YACS may desire to discuss how they have tried to derive meaning from their
experience as a cancer survivor and how they perceive life as meaningful. Additionally,
Taylor and Kashubeck-West (2012b) found that a sense of meaning in life positively
predicted YACS’ HRQOL significantly in four HRQOL domains—physical well-being,
emotional well-being, social well-being, and functional well-being. Considering that the
authors’ sample of YACS reported a significantly lower mean level of meaning in life
than general adult cancer survivors, being diagnosed with cancer in young adulthood may
lead someone to seriously re-evaluate life and its meaning. Inquiring about meaning in
life when counseling YACS is warranted. Counselors working with YACS may be able
to help them improve their HRQOL, particularly spiritual well-being, by talking about
whether they perceive their life to have meaning. This study aimed to explore how
helpful YACS would find discussing meaning in life, among other counseling topics, in
different counseling modalities.
In regard to important demographic variables, SES may be related to YACS’
sense of meaning in life. Kashubeck-West and Taylor (2012) found that SES was
significantly related to meaning in life. Post hoc analyses demonstrated a significantly
higher level of reported meaning in life by YACS identifying as middle class than by
YACS identifying as lower/working/lower middle class or as upper middle/upper class.
This result may be explained by expectations associated with being of different levels of

46
social class. Perhaps YACS identifying as lower/working/lower middle class feel worried
about being able to pay medical bills and experience reduced meaning in their lives in
connection to the financial stability they had hoped to achieve. Additionally, perhaps
YACS identifying as upper middle/upper class do not expect to be diagnosed with cancer
when they may be paying for gym memberships or eating organic food that they hope
will ward off physical illness. Perhaps they question the meaning of working to make a
higher amount of money when it will not prevent medical illness. Socioeconomic status
may be related to YACS’ sense of meaning in life in a way that is not well understood.
Understanding the reasoning behind SES being associated with meaning in life is beyond
the scope of this study but could be a future qualitative study.
Religious faith. Before providing a rationale for not including religious faith as a
study outcome variable, a brief description of religious faith will be provided. Religiosity
has been conceptualized with adult cancer survivors as an organized set of rituals
common to a certain spiritual belief (Clay et al., 2010). Though religious faith is an
important dimension of spirituality, research with adult cancer survivor suggests it may
not be as robust in predicting HRQOL as the spirituality aspect of meaning in life. For
example, in Brady et al.'s (1999) sample of 1,610 adult cancer survivors, religious faith
demonstrated a smaller association with overall HRQOL (r = .35) compared with
meaning in life (r = .62). Lethborg, Aranda, Cox, and Kissane (2007) did not find any
correlation between religious faith and psychological distress (r = .16, p = .12) in a
sample of 100 adult cancer survivors with various diagnoses, while a significant
association existed between meaning in life and psychological distress (r = -.30, p =
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.002). Research suggests that religious faith is associated less strongly with HRQOL than
meaning in life for adult cancer survivors.
Specific to YACS, a sense of meaning in life may be a stronger predictor of
HRQOL than religious faith as well. Taylor and Kashubeck-West’s (2012) study with
151 YACS did not find religious faith to be a significant predictor of HRQOL (β = .03),
whereas meaning in life was a significant predictor of HRQOL (β = .53, p < .01). Perhaps
the growing segment of the adult population that identifies no religious preference (Hout
& Fischer, 2002) provides some explanation for why religious faith may not be as strong
a predictor of HRQOL as a sense of meaning in life. Self-identification as religious, when
controlling for identification as spiritual, has been reported as being associated with being
older (Shahabi et al., 2002). Younger adults may be less likely to self-identify as religious
than they are to self-identify as spiritual (Shahabi et al., 2002). This result may help
explain why religious faith might not be as strong of a predictor of HRQOL for YACS as
is a sense of meaning in life in predicting HRQOL.
To summarize HRQOL, YACS’ level of HRQOL may be related to a number of
factors. Younger age may be associated with lower HRQOL (Ganz et al., 2003).
Race/ethnicity may be related to HRQOL, but making conclusions based on
race/ethnicity is cautioned because of possible confounding factors such as access to and
ability to pay for quality medical treatment (Barton-Burke et al., 2010). Socioeconomic
status has been suggested as being a stronger indicator of HRQOL than race/ethnicity or
other demographic variables (Freeman, 2003). Little is known about levels of HRQOL of
cancer survivors not identifying as heterosexual or female because of a sampling bias
evident in the literature (Brennan, 2004). Medical treatment status was identified as the
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final demographic variable that will be explored in this study. Different psychosocial
concerns may become more prominent at different points across the cancer care
trajectory; understanding psychosocial concerns of YACS relevant at different time
points is important for counselors when focusing on YACS’ HRQOL (Rabin et al., 2011).
Finally, Cella et al.’s (1993) four HRQOL domains assessed on the FACT-G—physical
well-being, emotional well-being, social well-being, and functional well-being—were
discussed, followed by a discussion of the more recently-added HRQOL domain of
spiritual well-being (Brady et al., 1999; Peterman et al., 2002) assessed by the FACITSp12. Within each discussed domain of HRQOL, examples relevant to YACS were
provided. Counselors who gain a better understanding of psychosocial issues relevant to
YACS in the different HRQOL domains have a better chance of meeting YACS’ needs in
counseling and potentially helping to improve their HRQOL. Next, counseling with
YACS will be discussed. In addition to discussing the importance and benefit of
counseling for YACS, three counseling modalities will be discussed: individual
counseling, group counseling, and family counseling.
Counseling and Adult Cancer Survivors
Counselors are in an optimal position to help improve YACS’ HRQOL. Including
counseling in primary medical care has been reported to help improve medical patients’
ratings of depression and HRQOL over six months in comparison to providing only the
usual pharmacological treatment (e.g., anti-depressants) for depression (Carta et al.,
2012). Specific to adult cancer survivors, the results of Rehse and Pukrop's (2003) metaanalysis of the efficacy of educational sessions, support groups, coping skills education,
and therapeutic services with adult cancer survivors reinforced the notion that
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psychosocial support can help enhance adult cancer survivors’ HRQOL. Ferrell (2008)
discussed the importance of oncology healthcare staff routinely assessing HRQOL with
adult cancer survivors not only to improve medical treatment but also to help identify
psychosocial services that could help address adult cancer survivors’ individual
psychosocial needs. Counseling with adult cancer survivors could focus on clients’
emotions and strengths in coping with the experience of being a cancer survivor
(Lederbert & Holland, 2011). Counseling may be approached differently depending on
adult cancer survivors’ needs, which is why assessing needs relevant to HRQOL is
crucial both in developing as well as recommending psychosocial services.
Counselors would be a positive addition to multidisciplinary treatment teams in
cancer care (Rehse & Pukrop, 2003). Cancer survivors may not fully disclose
psychosocial concerns to their healthcare staff (Detmar et al., 2000; Gustafson, 2005),
perhaps because healthcare staff may not routinely ask about all aspects of their
psychosocial well-being or because they perceive healthcare staff as having limited time.
Disclosing physical concerns may be the priority when sensing that healthcare staff may
not have the time to hear all of adult cancer survivors’ psychosocial concerns. In addition
to healthcare staff potentially not thoroughly inquiring about psychosocial concerns,
healthcare staff also may not thoroughly prepare survivors for completing treatment and
ending the frequently-scheduled relationship between the survivor and the healthcare
staff (Rowland, 2008). Counselors are trained in how to emotionally prepare clients for
terminating counseling, but healthcare staff may not receive the same training in
emotionally preparing adult cancer survivors for completing treatment and not seeing the
healthcare staff as often as they had been during treatment.
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Rowland (2008) encouraged healthcare staff to listen to all of their patients’
psychosocial concerns, but when extraneous factors may not make that possible within
the confines of the medical healthcare system (e.g., physicians having limited time to
spend with each individual), counselors knowledgeable about cancer and assessing
relevant psychosocial concerns (Lederbert & Holland, 2011) could fill an important role
in hearing and addressing survivors’ psychosocial concerns at various times during and
after treatment. Counselors being members of healthcare treatment teams would ensure
that at least one treatment team member has the opportunity to hear survivors’
psychosocial concerns in addition to physical concerns. With this information, the
counselor, as part of the treatment team, could help recommend relevant psychosocial
services. This may be especially important for adult cancer survivors experiencing
anxiety, fear, and uncertainty as they near completing medical treatment (Brennan, 2004;
Lederbert & Holland, 2011).
Counseling with adult cancer survivors may include a wide range of foci
(Anderson, 1992) including, but not limited to: (a) emotional support, such as discussing
fear of recurrence; (b) medical educational information, such as possible physical and
psychosocial side effects of chemotherapy; (c) coping strategies, such as using humor; (d)
stress-management, such as relaxation training; and (e) interventions specific to clients’
individual psychosocial needs, such as focusing on identifying meaning in life. Roberts,
Kiselica, and Fredrickson (2002) recommended additional counseling topics for
individuals diagnosed with chronic illness: (a) finding ways to increase one’s control over
one’s environment; (b) coping with one’s new self-image; (c) dealing with the need to
depend more on others than was previously necessary; (d) societal stigma surrounding
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illness and disability; (e) fears of abandonment by others; (f) anger as a normal emotional
response to chronic illness and disability; (g) feeling alone and isolated from others who
can understand one’s situation; and (h) the existential issues of meaning in life
surrounding death. Seeing as how a wide variety of topics may be helpful when
counseling adult cancer survivors, counseling interventions should be selected and
modified for each client’s specific psychosocial needs (Gustafson, 2005).
Selecting and modifying counseling strategies for addressing adult cancer
survivors’ psychosocial needs may be challenging when thinking about accounting for
needs specific to demographic variables. For example, inconsistent results have suggested
that male cancer survivors may attend counseling just as frequently as female cancer
survivors (Hewitt & Rowland, 2002) or they may attend counseling less frequently than
female cancer survivors (Gadalla, 2007). Brennan (2004) suggested that young male
cancer survivors seeking out counseling may worry about what seeking counseling means
about their sense of masculinity. Levant, Wimer, Williams, Smalley, and Noronha's
(2009) finding that a higher level of conformity to masculine norms by men in the
general United States population significantly predicted negative attitudes about seeking
psychological services could help support Brennan’s assertion. Perhaps male YACS’
willingness to seek out counseling is related to their level of conformity to male gender
roles and norms in the United States. Unfortunately, little is known about what male
cancer survivors desire from counseling and other psychotherapeutic services (Corboy et
al., 2011).
Modifying counseling for cancer survivors of different levels of SES may be
difficult due to SES being an infrequent area of focus in counseling research (Taylor,
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Hutchison, Simons, & McDonald, 2012) as well as potential disparities in obtaining
counseling services. For example, although adult cancer survivors identifying as lowincome may be more likely to contact a counselor than adult cancer survivors identifying
as high-income (Gadalla, 2007), adult cancer survivors identifying as a lower SES may
not be able to afford or access counseling (Brennan, 2004). Just because an individual
desires counseling does not mean he or she can afford it; this may limit what counselors
know about working with adult cancer survivors identifying as lower SES. In addition to
gender and SES, relationship status may also be related to adult cancer survivors’ desire
for counseling services. Gadalla (2007) reported that adult cancer survivors without a
committed partner were more likely to have accessed mental health services than
survivors identifying as being in a long-term committed relationship. Perhaps being in a
committed relationship helps adult cancer survivors feel that they have immediate access
to a support person who will listen to them. Kashubeck-West and Taylor (2012) found
that YACS in a committed relationship reported significantly more perceived social
support than YACS not in a committed relationship. Considering that young adults may
be less likely to be in committed relationships than older adults (Arnett, 2000),
relationship status may be associated with a desire for counseling by YACS, particularly
among those not in a committed relationship.
Finally, race/ethnicity may be the demographic variable most challenging to
consider when attempting to modify counseling for adult cancer survivors for the simple,
and unfortunate, reason that a majority of what is known about counseling is based on
studies with predominately White samples of participants (Anderson, 1992; DelgadoRomero, Galván, Maschino, & Rowland, 2005). Delgado-Romero et al. (2005) explored

53
the overall racial/ethnic characteristics of participants in empirical counseling and
counseling psychology articles between 1990 and 1999. The authors found that of the 796
articles reviewed, only 457 (57%) of the articles reported participants’ race/ethnicity.
Approximately 78% of participants in empirical counseling research identified as White,
followed by approximately 7% Black, approximately 7% Hispanic, approximately 6%
Asian/Pacific Islander, approximately 1% American Indian/Alaskan Native, and finally
less than 1% multiracial (Delgado-Romero et al., 2005). The lack of focus on
race/ethnicity in cancer research is unfortunately also common in counseling research.
This indicates a dearth of information regarding understanding counseling needs specific
to adult cancer survivors identifying as a race/ethnicity other than White or Caucasian.
In spite of these demographic limitations, researchers have found that adult cancer
survivors tend to report benefits from counseling. When MacCormack et al. (2001)
interviewed 14 adult cancer survivors about what they found helpful about counseling,
appealing aspects of counseling included being able to objectively speak to someone
outside of one’s informal support network, speaking with someone who listens well, and
feeling cared about. In essence, adult cancer survivors reported that the way in which
counselors interact with them may be associated with their perception of the effectiveness
of counseling more than specific counseling interventions. Nekolaichuk, Turner, Collie,
Cumming, and Stevenson's (2013) recent study in which they interviewed six groups of
adult cancer survivors about their early experiences in individual counseling found that
participants appreciated both the strategies utilized by the counselor as well as the way in
which the counselor interacted with them. For years, Carl Rogers (1957) communicated
to counselors that acceptance and unconditional positive regard from the therapist are
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related to positive counseling outcomes. Beutler (2000) echoed Rogers’ belief that the
quality of the relationship between the counselor and the client is related more to
counseling outcomes than specific theoretical counseling techniques. Anderson (1992)
discussed that the common counseling factors discussed by Rogers and Beutler may
become even more important when counseling adult cancer survivors: other individuals
in adult cancer survivors’ lives may not be able talk about difficult topics such as hospice
or death; survivors being able to discuss difficult topics within a comfortable and safe
therapeutic relationship may be perceived as a beneficial interaction.
For YACS, a positive therapeutic relationship may or may not be enough to feel
as though a counselor has fully met one’s needs. Of course a positive therapeutic
relationship is important when working with YACS, but a counselor being
knowledgeable about YACS’ unique psychosocial needs is also important in working to
help improve their HRQOL. Young adult cancer survivors may experience poorer mental
health than older adult cancer survivors (Anderson, 1992; Bleyer & Barr, 2009; Ganz et
al., 2003), perhaps because of not having the same kinds of social or financial supports in
place as older adult cancer survivors might have. Counselors need to be attuned to
YACS’ particular psychosocial needs and desires for counseling in order to help them as
much as possible (Kumar & Schapira, 2012). Research has not focused extensively on the
topics YACS would find beneficial to discuss in counseling or on the counseling
modalities in which YACS would like to discuss specific topics. Taylor and KashubeckWest (2012a) conducted the first-known study to ask YACS which specific topics of
discussion they would find beneficial in different counseling modalities (i.e., individual,
group, and family counseling). The results of their study will be discussed in the next
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sections reviewing what is known about YACS’ preferences for topics discussed in
individual, group, and family counseling.
In this section, counseling with adult cancer survivors was discussed. Counseling
has been suggested to improve adult cancer survivors’ HRQOL (Rehse & Pukrop, 2003).
Although counselors are not usually a part of a multidisciplinary healthcare team for
adult cancer survivors, reasons illustrating counselors’ usefulness as part of such a team
were provided as well as examples of psychosocial concerns counselors would be attuned
to with adult cancer survivors. Next, challenges related to modifying counseling for adult
cancer survivors based on what is known about demographic variables—gender,
socioeconomic status, relationship status, and race/ethnicity—were discussed. In
addition, the importance of a positive therapeutic relationship when counseling adult
cancer survivors was emphasized. Finally, the importance of counselors being
knowledgeable about YACS’ unique psychosocial concerns and counseling preferences
was asserted. In the following section, what is known about YACS’ preferences for
counseling topics and counseling modalities will be reviewed.
Counseling Topics and Modalities Relevant for Young Adult Cancer Survivors
In this section, what is known about YACS’ preferences for counseling topics will
be discussed in the context of three different counseling modalities—individual
counseling, group counseling, and family counseling.
Individual Counseling
Adult cancer survivors have reported a number of benefits that they may perceive
gaining from individual counseling. In this study, individual counseling was defined as
attending counseling by one’s self. Benefits of individual counseling for adult cancer
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survivors may include a better understanding of emotions and reactions, less fear of
death, an increase in life enjoyment, and being viewed as a person and not just as a
cancer survivor (Boulton et al., 2001; Ohlén, Holm, Karlsson, & Ahlberg, 2005).
Chochinov et al. (2011) evaluated Dignity Therapy, an individual counseling model
developed for adult cancer survivors with a terminal cancer diagnosis, compared to
standard palliative care and client-centered healthcare. In utilizing Dignity Therapy, a
counselor conducts an interview with a cancer survivor about his or her life while audio
recording what is shared. After the session, the counselor transcribes the interview and
creates a generativity document for the cancer survivor to give to his or her family.
Significant results reported by Chochinov et al., compared to standard palliative care or
client-centered healthcare, included improved HRQOL, improved spiritual well-being,
and reduced sadness or depression. For more specifics about about Dignity Therapy, refer
to the book chapter written by Chochinov and McKeen (2011).
Meaning-Making Intervention (Lee et al., 2006) is a second example of an
individual counseling intervention developed for adult cancer survivors. MeaningMaking Intervention has been studied with adult cancer survivors currently receiving
medical treatment. Counselors guide cancer survivors through a Lifeline activity in which
clients are asked to discuss three time periods in their lives in relation to their cancer
diagnosis: the present, the past, and the future. The Meaning-Making Intervention has
been reported to have significant results related to improvement in self-esteem, optimism,
and self-efficacy (Lee et al., 2006) as well as meaning in life (Henry et al., 2010). For
more specifics about Meaning-Making Intervention, refer to Henry et al. (2010) and Lee
et al. (2006). Dignity Therapy and Meaning-Making Intervention are two examples of
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individual counseling interventions that have demonstrated promising psychosocial
results with adult cancer survivors.
Although it is promising that individual counseling interventions have been
developed for adult cancer survivors, the mean age of the samples in the studies
referenced above was greater than 40 years old. The usefulness of these individual
counseling interventions with YACS is unknown. The literature supports the notion that
YACS perceive individual counseling to be an unmet need. For example, in Keegan et
al.'s (2012) sample of 523 AYAs (87.4% participants were between the ages of 20 and
39), 27.5% of participants responded that they had needed to see a mental health
professional since being diagnosed with cancer. Of these participants, 55.5% reported
that they did not receive this service despite indicating a need to see a mental health
professional. This level of unmet need echoes Zebrack's (2008, 2009) research of YACS’
unmet individual counseling needs. For reasons not yet thoroughly understood, individual
counseling remains an unmet need for YACS.
Following a pilot study conducted by Zebrack in 2008, Zebrack (2009) surveyed
879 YACS to better understand their unmet needs for supportive care services. Of the
67.3% of participants indicating having wanted mental health counseling at some point
since being diagnosed with cancer, 35.1% reported it as an unmet need. Perhaps not
being referred to counseling or not being able to afford counseling could account for
some of the explanation for this level of unmet need. Furthermore, 40.2% reported having
wanted counseling related to sexuality or intimacy since diagnosis, with 73.7% of those
participants identifying this type of counseling as an unmet need. Related to the unmet
need for sexual or intimacy counseling since diagnosis, 44.4% of the participants
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identifying this type of counseling as an unmet need identified as an ethnicity other than
White while only 28.4% participants identifying as White reported it as an unmet need.
Perhaps the unequal access to healthcare resources identified by Barton-Burke et al.
(2010) in relation to race/ethnicity is associated with the higher level of unmet need for
sexual and intimacy counseling reported by participants identifying as an ethnicity other
than White.
Another type of counseling indicated as desired by YACS was religious and/or
spiritual counseling. Of Zebrack’s (2009) sample, 40.3% of the participants reported
wanting religious and/or spiritual counseling since diagnosis, with 31.4% of participants
identifying it as an unmet need. Healthcare professionals may not think about
recommending religious or spiritual counseling to YACS because of trends of younger
adults being less likely than older adults to identify as religious (Shahabi et al., 2002).
Finally, although only 4.2% of Zebrack’s (2009) sample responded as wanting alcohol
and other drug counseling since diagnosis, 56.8% of those participants identified it as an
unmet need. For the few YACS desiring alcohol and other drug counseling, many are not
obtaining access to such services. They may not be able to afford substance abuse
counseling services, they may be embarrassed to admit they need such services, or they
may not be able to take time off of work to attend substance abuse treatment consistently.
Counselors should strive to find accessible and affordable substance abuse counseling
resources as needed.
Taylor and Kashubeck-West (2012a) studied counseling needs and preferences
more in depth than Zebrack’s (2009) study of YACS’ information and service needs. In
their study, Taylor and Kashubeck-West created a needs assessment containing 31 topics
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the literature on cancer survivors has suggested adult cancer survivors could find helpful
to discuss in individual counseling (e.g., Garssen & Lee, 2011). A sample of 151 YACS
rated 11 items as helpful to discuss in individual counseling—(a) stress management
and/or anxiety; (b) putting your own needs before others’ needs; (c) negative self-talk
and/or sad feelings; (d) positive thinking; (e) living day to day; (f) trying to live a
‘normal’ life; (g) finances; (h) partner concerns; (i) sexual/intimacy concerns; (j) finding
social support; and (k) concerns with family. Participants identified the topic of trying to
live a ‘normal’ life as the most helpful individual counseling topic (M = 4.23/5) and
alcohol or drug use as the least helpful topic of discussion (M = 2.62/5). Since this was
the first known study in which psychosocial counseling topics have been explored in
depth with YACS, additional study is necessary. This current study aimed to add to
Taylor and Kashubeck-West’s contribution to what is known about YACS’ counseling
preferences for individual counseling as well as to understand how much YACS desire
individual counseling compared to group counseling or family counseling.
Group Counseling
When discussing group counseling with cancer survivors, support groups are
often referenced. In their theoretical textbook on group psychotherapy, Yalom and
Leszcz (2005) reviewed different group counseling formats. A distinguishing feature
among different types of counseling groups relates to the amount of structure the mental
health professional incorporates into the group. Support groups are an example of a
counseling group that may have varying degrees of structure, depending on the needs of
the group. Cancer survivors may choose to attend the type of counseling group that best

60
meets their needs. In this study, the term group counseling was used to refer to a group
counseling experience facilitated by a mental health professional.
Many group counseling interventions and experiences for adult cancer survivors
fall under one of two categories: supportive or psychoeducational (Edelman & Craig,
2000). Edelman and Craig (2000) described supportive group counseling with adult
cancer survivors as a nondirective approach that focuses on clients expressing their
feelings and increasing their social support through building connections with others in
the group. Supportive group counseling is similar to Supportive-Expressive Group
Psychotherapy (Classen et al., 2001), a group counseling model developed for adult
cancer survivors to help them cope with existential concerns, emotions, and increase
social support. Psychoeducational groups tend to be more directive and have a structured
focus, such as Meaning-Centered Group Psychotherapy (Breitbart et al., 2010). In
Meaning-Centered Group Psychotherapy, cancer survivors spend eight weeks exploring
sources of meaning in their lives. Breitbart et al. (2010) compared the effectiveness of
Meaning-Centered Group Psychotherapy to supportive group psychotherapy. The authors
found no improvement in psychosocial variables for the participants in the group
receiving supportive group psychotherapy either at post-test or at two-month follow-up.
At two-month follow-up for the participants receiving Meaning-Centered Group
Psychotherapy, Breitbart et al. reported significant improvements in meaning in life,
comfort derived from religious faith, spiritual well-being, and a decrease in the reported
desire for death as well as anxiety (for more specifics on Meaning-Centered Group
Psychotherapy, refer to Breitbart and Applebaum (2011)). These results support Edelman
and Craig’s review of the literature on studies comparing the efficacy of
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psychotherapeutic and support group interventions. A majority of the reviewed studies
indicated greater psychological benefits for cancer survivors in psychoeducational groups
than in support groups (Edelman & Craig, 2000).
Few opportunities exist for YACS to join a counseling group specifically for other
YACS first diagnosed with cancer between 18 and 39 years old (Kumar & Schapira,
2012). More counseling groups exist for older cancer survivors and young adult survivors
of childhood cancer than for YACS (Rabin et al., 2011). Keegan et al.'s (2012) study with
523 AYAs (87.4% between 20 and 39 years old) supported the notion that an unmet need
exists for counseling groups specifically-designed for YACS—75% of participants
reported group counseling as an unmet need.
Counseling groups developed specifically for YACS present potential
psychosocial benefits. Group counseling is thought to relate to improvement in overall
HRQOL (Cunningham, 2000, 2002), potentially through feelings of universality (Roberts
et al., 2002). Universality has been conceptualized as the feeling that individuals have
that they are not truly alone in their experiences and that others can relate to them (Yalom
& Leszcz, 2005). Universality was reported to be a helpful component of a counseling
group that had been designed specifically for YACS (Roberts et al., 1997). Examples of
group counseling topics that YACS have rated as helpful include: (a) how to manage
physical symptoms, (b) sexuality and body image concerns, (c) relaxation techniques, (d)
communication tips, and (e) nutrition information (Danhauer et al., 2007). Taylor and
Kashubeck-West (2012a) found that when asked to rate helpful topics for group
counseling, YACS rated all six topics on a group counseling needs assessment as helpful.
The experience of socially interacting with other YACS and having the space to share
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their experiences in their own way may be more beneficial than discussing specific topics
in group counseling.
Research regarding adult cancer survivors’ group counseling needs suggests that
YACS might perceive more desire for group counseling if they have completed medical
treatment (Schnipper, 2003) or do not perceive high levels of social support from a
significant other (Grande, Myers, & Sutton, 2006). Perceived quality of intimate
relationships as well as medical treatment status may be related to a greater desire for
group counseling. Regardless of medical treatment status, Zebrack et al. (2006) found
that YACS ranked the opportunity to meet other YACS as being one of their top two
supportive care needs—the number one ranked need if currently receiving medical
treatment and the number two ranked need if having completed medical treatment.
Seemingly, the opportunity to meet other YACS in a group experience is one that YACS
crave and perceive as beneficial. This study aimed to better understand topics rated as
helpful for group counseling as well as how helpful YACS would rate group counseling
as compared to individual counseling or family counseling.
Family Counseling
In this study, family counseling was defined as attending counseling with at least
one other individual known to the client. This could include, but is not limited to, a longterm dating partner, fiancé, spouse, parent, sibling, or child. Most counseling models that
have been developed for adult cancer survivors are individual or group counseling
models, with family counseling models potentially not being sought out until it becomes
apparent that the adult cancer survivor will not be cured or be able to maintain present
levels of functioning (Kissane & Zaider, 2011).
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When compared to individual and group counseling, family counseling may be
the counseling modality least desired by adult cancer survivors. Although Roberts et al.
(2002) alluded to the importance of cancer survivors participating in family counseling to
restore equilibrium to the family system after a cancer diagnosis, researchers have
reported that adult cancer survivors are uncomfortable sharing their feelings with their
family and supportive others. For example, MacCormack et al. (2001) found that adult
cancer survivors reported feeling like they had to be more careful of what they could say
in family counseling compared to individual counseling. Participants felt more
comfortable discussing troubled feelings regarding family members and significant others
in individual counseling and did not particularly want family counseling. Furthermore,
Brennan (2004) stated that family members often do not want to share their feelings with
the adult cancer survivor, or vice versa, because of wanting to protect one another from
feeling negative feelings.
Young adult cancer survivors in particular do not appear to want to attend
counseling with family and significant others. Hilton, Emslie, Hunt, Chapple, and
Ziebland (2009) stated that YACS attempt to protect the feelings of family members and
others around them by not wanting to discuss their diagnosis or negative feelings about it,
similar to what Brennan (2004) discussed. When Taylor and Kashubeck-West (2012a)
asked 151 YACS to rate how helpful 19 different topics would be to discuss in family
counseling, only two topics were rated as being helpful: stress management (M =
4.04/5.00) and accepting the new ‘normal’ (M = 4.00/5.00). Not only did YACS rate the
fewest items as helpful to discuss in family counseling, dating concerns (M = 2.82/5.00),
a relational topic, was identified as the topic YACS least wanted to discuss in family
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counseling. Although YACS may want to discuss age-appropriate emotions and thoughts
in a group counseling format with other YACS, they do not appear as receptive to the
idea of discussing those concerns within a family counseling format. Developmentally, as
YACS attempt to gain independence from their family, this notion is logical that they
would be more willing to discuss psychosocial concerns with peers than with family
(Arnett, 2000).
Race/ethnicity may be a demographic variable related to desire for family
counseling. Zebrack's (2009) study of the unmet counseling needs in a sample of 879
YACS reported that 35% of participants identified a need for family counseling since
being diagnosed with cancer, with 62% identifying family counseling as an unmet need.
Significantly more participants not identifying as White reported family counseling as an
unmet need (42%) compared to participants identifying as White (19.4%). This may be
related to culture and the nature of the role that family holds in cultures other than the
predominant White culture in the United States. This study aimed to better understand
YACS' desire for family counseling, especially across demographic variables such as
race/ethnicity.
To summarize, three counseling modalities and their relevance for YACS were
discussed. Individual counseling and group counseling tend to elicit the most interest by
YACS compared to family counseling. However, desire for family counseling may be
related to demographic variables in ways that are poorly understood. This study explored
YACS’ preferences for counseling topics within each counseling modality as well as the
rated preference for each counseling modality.
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Summary
A review of psychosocial and supportive care issues relevant to YACS was
provided. A theoretical rationale for viewing YACS as a separate age group than AYAs
was discussed. Health-related quality of life was described as well as the conceptual
framework for defining HRQOL in this study. Demographic variables related to HRQOL
as well as five domains of HRQOL—physical well-being, emotional well-being, social
well-being, functional well-being, and spiritual well-being—were summarized and
discussed in the context of YACS. The differences between structural and functional
social support, and additionally perceived and received functional social support were
clarified, as were the differences between meaning in life and religious faith as they relate
to spiritual well-being. An overview of counseling’s benefits with adult cancer survivors,
and YACS in particular, was included. Finally, research on individual counseling, group
counseling, and family counseling with YACS was reviewed. The next chapter will
provide the methodology to examine the study hypotheses.
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CHAPTER III
METHODOLOGY
This study had four purposes: (a) to examine counseling topics rated as helpful by
young adult cancer survivors (YACS); (b) to examine which counseling modality YACS
rate as their preferred counseling modality; (c) to examine how demographic variables, a
sense of meaning in life, and perceived social support predict domains of health-related
quality of life (HRQOL) for YACS; (d) and to examine relationships across gender,
relationship status, socioeconomic status (SES), race/ethnicity, sexual orientation, and
medical treatment status in YACS with preferred counseling topics, preferred counseling
modalities, sense of meaning in life, perceived social support, and domains of HRQOL.
This chapter outlines the measures and procedures.
Participants
Participants included 320 YACS currently between the ages of 18 and 39, who
were initially diagnosed with cancer at age 18 or older and living in the United States.
Living in the United States was selected as inclusion criteria to control for different
healthcare systems in different countries. Approximately 252 participants were needed to
obtain statistical significance at an alpha level of .05 and a power level of .95 with a
medium effect size according to the statistical software G*Power 3.1.5 (Faul, 2009).
Descriptive analyses (see Table 1) showed that a majority of the sample identified
as female (86%), Caucasian/White (87%), and heterosexual (94%). The mean age of the
sample was 31.17 years old (range 18-39 years; SD = 5.14). A majority of participants
were partnered or in a committed relationship (68%), 71% had obtained at least an
undergraduate degree, and 66% were currently employed. In reporting their family’s
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socioeconomic status (SES) during childhood, 12% reported their family as being lower
class/working class, 22% reported their family as being lower middle class, 48% reported
their family as being middle class, 18% reported their family as being upper middle class,
and 1% reported their as family being upper class. In responding to their own current
SES, 16% responded as being lower class/working class, 23% responded as being lower
middle class, 46% responded as being middle class, 13% responded as being upper
middle class, and 1% responded as being upper class. Participants in the sample reported
living among 41 states and Washington, D.C.
More participants reported not being parents (64%) than being parents (36%). Of
participants who reported being parents and reported how many children they had (n =
103), 84% reported having one or two children. A majority of participants identified as a
spiritual person (79%), but only 46% of participants identified as a religious person.
On average, participants in the current sample were initially diagnosed with
cancer at 27.76 years old (range 18-38 years; SD = 5.34). Participants reported 26
different initial cancer diagnoses, with seven diagnoses being reported most frequently:
(a) Breast (29%), (b) Brain (16%), (c) Hodgkin’s Lymphoma (10%), (d) Thyroid (10%),
(e) Leukemia (8%), (f) Non-Hodgkin’s Lymphoma (7%), and (g) Testicular (5%).
Stage/grade of participants’ initial cancer diagnosis or diagnoses varied: 8% reported
stage/grade 0, 25% reported stage/grade 1, 35% reported stage/grade 2, 23% reported
stage/grade 3, and 10% reported stage/grade 4. A majority of participants reported that
they were either currently receiving medical treatment (29%) or had completed medical
treatment (70%). Of participants who had completed medical treatment, the mean number
of months since completing treatment was 32.68 (range 0-192; SD = 36.31).
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Most participants (78%) reported that they had not had a recurrence. Of those who
did reporting having had a recurrence (n = 69), the mean age at recurrence was 30.00
years old (range 19-38 years; SD = 5.44) and the duration of time between initial cancer
diagnosis and recurrence was 2.06 years (range 0-10 years; SD = 1.88). Participants
reported 17 different recurrent cancer diagnoses, with five diagnoses being reported most
frequently: (a) Brain (23%), (b) Breast (13%), (c) Hodgkin’s Lymphoma (12%), (d)
Thyroid (12%), and (e) Leukemia (10%). The stage/grade of participants’ recurrent
cancer diagnosis or diagnoses varied: 11% reported stage/grade 0, 26% reported
stage/grade 1, 20% reported stage/grade 2, 15% reported stage/grade 3, and 28% reported
stage/grade 4.
Procedure
All study procedures were submitted to the Institutional Review Board for
approval prior to conducting this study. Participants were recruited from cancer
organizations based in the United States that have a focus on YACS, or specific
demographic variables relevant to YACS, and have an online social media presence (see
Appendix A). Although not all of the organizations included in Appendix A exist solely
to aid YACS, they were all selected because each includes a distinct focus on YACS or
follows through their social media website(s) at least one organization that does have a
distinct focus on YACS. An email was sent to a contact person for each of the
organizations listed in Appendix A. The email asked if each organization would be
willing to post a recruitment solicitation for this study on the organization’s Facebook
and/or Twitter social media websites. The email contained recruitment solicitations for
Facebook and Twitter approved by the university’s Institutional Review Board as well as
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a link to the study’s online survey. Each organization’s contact person could choose to
post the solicitations on the organization’s social media websites. The online survey was
created through the online survey software SurveyMonkey. When potential participants
accessed the survey, they were presented with an informed consent page. After reading
the informed consent page, participants could click on a link to begin the survey. The
survey should not have taken more than 30 to 45 minutes to complete. Upon completion
of the online survey, participants were invited to participate in a raffle for one of twenty
$10 gift certificates to Amazon.com. If participants choose to participate in the raffle,
they were presented with a hypertext link that took them to a new survey separate from
the study survey. In the survey for the raffle, participants could enter an email address
which was not linked to their previous survey responses. Upon completion of data
collection, 20 participants were randomly chosen to win one of the 20 gift certificates.
A total of 504 individuals initiated the study survey. Individuals were excluded
from data analysis if they did not meet inclusion criteria (n = 75), if they had significant
missing data in their survey (n = 103), or if they were univariate (n = 3) or multivariate
outliers (n = 3). Univariate outliers were cases that reported a score for perceived social
support, meaning in life, or the domains of quality of life that was greater than three
standard deviations above or below the sample mean on those measures. Multivariate
outliers were determined by calculating each case’s Mahalanobis distance on these
measures. According to Meyers, Gamst, and Guarino (2006), “Each case is evaluated
using the chi-square distribution with a stringent alpha level of .001. Cases that reach this
significance threshold can be considered multivariate outliers” (p. 67). For this study, the
chi-square statistic at p < .001 for seven degrees of freedom (i.e., perceived social
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support, meaning in life, and five domains of HRQOL) equaled 24.32. Three cases had
Mahalanobis values that exceeded this chi-square value. After these individuals were
excluded from data analysis, 320 eligible YACS remained and their survey data was used
in data analysis.
Although this study utilized social media for participant recruitment and data
collection, a Facebook page was not created for this study. In an effort to maintain
participants’ confidentiality, the study author decided to contact cancer organizations
directly for recruitment and survey distribution rather than direct potential participants to
a Facebook page which could potentially identify participants. Potential identification
could have occurred if participants liked the Facebook page and identified that they had
completed the survey. Although connecting individuals’ identity with their completed
survey would be difficult, this was not a risk the study author chose to take.
Design
This study utilized a survey research design. Survey research is a type of
descriptive field research which can allow for a certain degree of generalizability (i.e.,
external validity), but no causal inferences can be made (i.e., internal validity) due to the
inability to manipulate the independent variables or to randomly assign participants to
study groups (Heppner, Wampold, & Kivlighan, 2008). A convenience sample was
used—YACS who saw the online recruitment postings were followers of at least one
organization’s social media website on Facebook or Twitter. In addition to a convenience
sample, snowball sampling was used because the solicitation invited potential
participants to send information about the study to other YACS who would be eligible to
participate. Furthermore, professional contacts with knowledge of YACS, especially
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YACS of diverse backgrounds, were asked to contact YACS and invite them to
participate by sending them information and a link to the online survey. The online
survey also requested that participants who completed the survey send information about
the survey to other YACS who were eligible to participate. By using snowball sampling
and contacting individuals with potential access to YACS, YACS who were not followers
of the organizations listed in Appendix A could have potentially been reached for
recruitment. A paper copy of the survey would have been made available to participants
upon request, but no requests for a paper copy were received.
Controversy exists surrounding the use of online surveys (Gosling, Vazire,
Srivastava, & John, 2000), but concerns may not be as troublesome as are commonly
imagined. According to the most recent data available from the U. S. Census Bureau’s
(2012) Current Population Survey completed in October 2010, 74.3% of adults aged 18
to 34 years and 76.3% of adults aged 35 to 44 years access the Internet at home; a
comparable percentage of males (65.0%) and females (65.1%) in the general U. S.
population access the Internet from their home. Although no online survey can access
every individual in the population, a significant percentage of the U. S. adult population,
including the age range of interest in this study, can access the Internet from home. The
percentages do differ by race and Hispanic origin, with 71.4% of “White alone not
Hispanic” accessing the Internet from home, followed by 70.5% of “Asian alone,” 52.4%
of “Black alone,” and finally 47.5% of “Hispanic alone.” Using snowball sampling and
posting solicitations on numerous websites was intended to solicit a diverse sample with
Internet access. For example, Sisters Network (http://www.sistersnetworkinc.org/), a
national organization for breast cancer survivors identifying as African American, was
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contacted in an effort to recruit YACS identifying as African American. Additionally, the
author emailed a researcher whose research focuses on cancer survivors identifying as
Latina/Latino in an effort to recruit YACS identifying as Latina/Latino.
Subgroups exist within the general population that are difficult to access using
traditional survey methods (i.e., in-person paper-and-pencil surveys, phone surveys, mail
surveys) due to the need to travel, unlisted mobile phone numbers, and changing
residencies. Online surveys can be useful in accessing certain subgroups of individuals.
The percentage of individuals in the United States without Internet access continues to
decline (Schonlau, Fricker, & Elliott, 2002), and online surveys present a number of
advantages. In addition to gaining access to difficult populations to locate, other
advantages include: (a) individuals feeling more comfortable to answer surveys honestly
due to the anonyminity the Internet can provide, (b) convenience for participants, (c)
ability to recruit larger sample sizes, (d) faster response rates, and (e) cheaper than
traditional survey methods (Lyons, Cude, Lawrence, & Gutter, 2005). In attempting to
access a large sample of YACS, the benefits of online surveys outweigh the potential
limitations.
Rabin, Horowitz, and Marcus (2012) identified YACS as a difficult population to
recruit for research because they are spread throughout the United States and move more
frequently than older adult cancer survivors. Rabin et al. stated that contacting
organizations known by a sizeable number of YACS with an online and social media
presence could be an ideal way to recruit YACS for research studies. For these reasons,
this study utilized social media for participant recruitment rather than traditional methods
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of locating participants in-person. Rabin et al.’s suggestion this may be a low-cost and
successful method for recruiting YACS was accurate for this study.
Measures
In this study, a number of different measures were utilized to aid in answering the
research questions and hypotheses. Measures included: (a) a demographic form; (b) a
counseling needs assessment; (c) the Medical Outcomes Study Social Support Survey
(Sherbourne & Stewart, 1991) for assessing perceived social support; (d) the Meaning in
Life Questionnaire (Steger, Frazier, Oishi, & Kaler, 2006) for assessing sense of meaning
in life; (e) the Functional Assessment of Chronic Illness Therapy-Spiritual (Brady et al.,
1999; Peterman et al., 2002) for assessing spiritual well-being; and (f) the Functional
Assessment of Cancer Therapy-General (Cella et al., 1993) for assessing physical wellbeing, emotional well-being, social well-being, and functional well-being. For a summary
of measures, see Table 2 below.
Table 2
Measures
Measure
Name

Variable
being
measured

Number Scale
of items

Counseling
Needs
Assessment

Counseling 38
preferences

1 (very
unhelpful)
to 5 (very
helpful)

1-5; each
N/A
item scored
individually

N/A

Medical
Outcomes
Study Social
Support
Survey
(MOS;
Sherbourne

Perceived
social
support

1 (none of
the time)
to 5 (all of
the time)

0-100

Negatively
correlated
with
loneliness (r
= -.67, p <
.01;
(Sherbourne

19

Score
Range

Reliability

.97
(Sherbourne
& Stewart,
1991)
.94 (Taylor
&

Validity

74
& Stewart,
1991)
Meaning in
Sense of
Life
meaning in
Questionnaire life
(MLQ;
Steger et al.,
2006)

10

Functional
Assessment
of Chronic
Illness
TherapySpiritual
(FACITSp12; Brady
et al., 1999)

12

Spiritual
well-being

KashubeckWest,
2012b)

& Stewart,
1991)
Significant
convergent
validity
with the
Purpose in
Life Test
(Crumbaugh
&
Maholick,
1964;
Steger et al.,
2006)

1
(absolutely
untrue) to
7
(absolutely
true)

5-35 per
subscale;
only
Presence
subscale
used in this
study

.86 (Steger
et al., 2006)

0 (not at
all) to 4
(very
much)

0-48

.87
(Peterman
et al., 2002)

.90 (Hsiao
et al., 2012)

.86 (Taylor
&
KashubeckWest
(2012b)

Strong
positive
correlation
with overall
HRQOL (r
= .58;
Peterman et
al., 2002)
Moderate
negative
correlation
with
depression
(r = -.48;
Peterman et
al., 2002)

Functional
Assessment
of Cancer
TreatmentGeneral
(FACT-G;
Cella et al.,
1993)

Physical
well-being

7

Emotional
well-being

6

Social
well-being
Functional
well-being

0 (not at
all) to 4
(very
much)

0-28

.90

0-24

.87

7

0-28

.84

7

0-28

.87
(Taylor &

Significant
concurrent
validity
with the
RAND-36
(Hays,
Sherbourne,
& Mazel,
1993)
subscales (r
= .21-.73, p

75
KashubeckWest,
2012b)

< .05)

Demographics
Participants were asked to self-report their age, sex, race/ethnicity, relationship
status, sexual orientation, and current SES. Additionally, they were asked about their
medical treatment status—whether they are currently in medical treatment for their
cancer diagnosis or if they have completed medical treatment—as well as how many
months it has been since they completed medical treatment, if applicable. Additional
demographics that were not included in analyses but provide a more complete picture of
the study sample include highest level of education attained, occupational status, family
of origin SES, age at first cancer diagnosis, first type of cancer diagnosis and its
stage/grade, recurrence status, and recurrence type of cancer diagnosis and its stage/grade
if applicable (see Appendix B).
Counseling Needs Assessment
Taylor and Kashubeck-West (2012a) created a counseling needs assessment to
explore topics YACS would find helpful to discuss in individual, group, and family
counseling. The items on the counseling needs assessment were selected from a review of
the literature as well from suggestions from two YACS who received the needs
assessment prior to conducting the study and provided feedback. The 31-item individual
counseling needs assessment had a Cronbach alpha of .91; the 6-item group counseling
needs assessment had a Cronbach alpha of .80; and the 19-item family counseling needs
assessment had a Cronbach alpha of .86. Although the different needs assessments had
appropriate internal consistency reliability estimates, comparisons between counseling
modalities was challenging due to not all topics being included in all needs assessments.
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Thus, the same counseling needs assessment containing the same counseling topics was
used in the current study for each counseling modality (see Appendix C). Participants
were asked to rate their perception of how helpful each of 38 topics would be to discuss
in individual counseling, group counseling, and family counseling. Individual counseling
was defined as “attending counseling by yourself”; group counseling was defined as
“attending counseling with people you have never met before who have also been
diagnosed with cancer between the ages of 18-39 and are currently between the ages of
18-39”; and family counseling was defined as “attending counseling with someone you
personally know.”
The counseling needs assessment for this study combined all topics from Taylor
and Kashubeck-West’s three counseling needs assessments while deleting repetitious
items. Participants selected their responses on a Likert-based scale ranging from 1 (very
unhelpful) to 5 (very helpful) for each of the three counseling modalities. In the current
study, the individual counseling needs assessment had a Cronbach alpha of .96, the group
counseling needs assessment had a Cronbach of .97, and the family counseling needs
assessment had a Cronbach alpha of .98. Finally, participants were asked to rank their
preferences for counseling modalities on a scale of 1 to 3, with 1 being their most
preferred counseling modality and 3 being their least preferred counseling modality.
Medical Outcomes Study Social Support Survey
To assess perceived social support, Sherbourne and Stewart's (1991) Medical
Outcomes Study Social Support Survey (MOS) was used (see Appendix D). The MOS is
available free of cost for non-commercial usage (see Appendix E). This instrument
contains 19 statements, each of which measures one of four dimensions of perceived
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social support: (a) Emotional/Informational Support (eight items that assess the
expression and encouragement of positive feelings as well as the offering of advice,
information, or feedback; sample item: “Someone who understands your problems”), (b)
Tangible Support (four items assessing the provision of behavioral assistance; sample
item: “Someone to help with daily chores if you were sick”), (c) Affectionate Support
(three items measuring expressions of love and affection; sample item: “Someone who
hugs you”), and (d) Positive Social Interaction (three items assessing having others
available to do fun things with; sample item: “Someone to get together with for
relaxation”). The MOS has one additional item (“Someone to do things with to help you
get your mind off things”) not associated with a subscale. Participants respond to items
using a 5-point scale ranging from 1 (none of the time) to 5 (all of the time). Higher mean
subscale scores indicate higher self-ratings on the dimensions of perceived social support.
In a sample of 2,987 adults (age range 18-98 years, mean age 55 years, 61%
female, 80% White) diagnosed with chronic medical conditions, Sherbourne and Stewart
(1991) indicated that the internal consistency reliability estimate for the overall scale was
.97. For the subscales, the Emotional/Informational subscale obtained a Cronbach alpha
estimate of .96, the Tangible subscale obtained a .92, the Affectionate subscale obtained a
.91, and the Positive Social Interaction subscale obtained a .94. The sample’s mean score
on a scale of 0 to 100, with higher scores indicating higher levels of perceived social
support, was 70.1 ± 24.2. The MOS was significantly negatively correlated with
loneliness (r = -.67, p < .01); if individuals perceive having adequate social support, it
makes sense that their perceived loneliness would decrease.

78
The sample of 151 YACS in Taylor and Kashubeck-West’s (2012b) study
obtained an internal consistency reliability Cronbach's alpha of .94 for the overall scale,
.94 for the Emotional/Informational subscale, a .96 for the Tangible subscale, a .96 for
the Affectionate subscale, and a .97 for the Positive Social Interaction subscale. The
sample had 143 participants complete the entire measure, and the sample’s mean score
was 71.08 ± 18.70.
In the current sample, the overall MOS scale obtained a Cronbach’s alpha of .96,
a Cronbach’s alpha of .95 for the Emotional/Informational subscale, a Cronbach’s alpha
of .95 for the Tangible subscale, a Cronbach’s alpha of .96 for the Affectionate subscale,
and a Cronbach’s alpha of .97 for the Positive Social Interaction subscale. The current
sample had a mean score of 73.27 ± 20.95.
Meaning in Life Questionnaire
The Meaning in Life Questionnaire (MLQ; Steger et al., 2006) is a 10-item
measure assessing two dimensions of meaning in life (see Appendix F). The MLQ is
available free of cost for non-commercial usage (see Appendix G). The measure’s 10
items utilize a 7-point scale ranging from 1 (absolutely untrue) to 7 (absolutely true). The
Presence subscale (sample question: “I have a good sense of what makes my life
meaningful”) includes five items that measure the sense that an individual’s life has
meaning. The Search subscale (sample question: “I am searching for meaning in my
life”) includes five items that measure the extent to which one is searching for meaning in
life. Item ratings for each subscale are summed and a mean score calculated. Each
subscale has a total score mean range of 5-35. A higher score on the Presence subscale is
indicative of a greater sense of life having meaning. A higher score on the Search
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subscale is indicative of an individual more actively searching to find meaning in life.
Steger et al. (2006) did not combine the two subscales into an overall scale and instead
evaluated each subscale as a separate facet of meaning in life.
In a sample of 400 undergraduate psychology students (mean age 19.7 years, 59%
female, 77% Caucasian), Steger et al. (2006) indicated that the internal consistency
reliability Cronbach estimates were .86 for the Presence subscale and .86 for the Search
subscale. Steger et al.’s sample had a mean score of 23.8 ± 5.9 on the Presence subscale
and a mean score of 23.4 ± 6.3 on the Search subscale. In a separate study with a sample
of 76 female breast cancer survivors (age range 32-65 years, mean age 50.8 years) in
Taiwan who had completed medical treatment, Hsiao et al. (2012) reported Cronbach
estimates for both the Presence and Search subscales to be .90. Hsiao et al.’s sample had
a baseline mean score of 25.17 ± 6.46 on the Presence subscale and a baseline mean score
of 25.61 ± 6.33 on the Search subscale. The author of the current study conducted a t-test
to see if significant mean differences existed between Steger et al.’s and Hsiao et al.’s
study samples for both presence of and search for meaning. No significant differences
existed between the two samples’ mean scores on the Presence subscale, t(100) = -1.72, p
= .089. A significant difference did exist between the two samples’ mean scores on the
Search subscale, t(105) = -2.79, p = .006, which could relate to a cancer diagnosis
promoting a search for meaning in life. The Presence subscale has been found to have
significant convergent validity with the Purpose in Life Test, a different measure of
meaning and purpose in life (Crumbaugh & Maholick, 1964; Steger et al., 2006).
Only the Presence subscale was used in analysis in this study as a measure of the
existing level of meaning in life in YACS. On the Presence subscale, the current sample
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obtained a Cronbach’s alpha of .89 and had a mean score of 24.79 ± 6.31. Although not
used in analysis, the current sample obtained a Cronbach’s alpha of .91 and had a mean
score of 22.97 ± 7.48 on the Search subscale.
Functional Assessment of Chronic Illness Therapy-Spiritual
The Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being scale
(FACIT-Sp12; Brady et al., 1999) is a 12-item questionnaire that utilizes a 5-point scale
ranging from 0 (not at all) to 4 (very much) to measure aspects of spiritual well-being
(see Appendix H). The measure is free to use for non-commercial purposes and
permission has been provided by the measure’s publisher (see Appendix I). The first
eight items are part of the Meaning/Peace subscale (sample question: “I have a reason for
living”), which measures one's sense of meaning, purpose, and peace in life. The last four
items are part of the Faith subscale (sample question: “I find comfort in my faith or
spiritual beliefs”), which assesses the comfort and strength one gets from religious faith.
Item scores for the Meaning/Peace subscale are summed to form a total score that ranges
from 0 to 32, with higher scores indicating a greater sense of meaning and peace in life.
Item scores for the Faith subscale are summed to form a total score that ranges from 0 to
16, with higher scores indicating a greater sense of comfort and strength from one's
religious faith. To derive a total scale score for spiritual well-being, the Meaning/Peace
subscale and the Faith subscale are summed to form a total score that ranges from 0-48,
with higher scores indicating a greater sense of spiritual well-being. In this study, only
the overall scale score for spiritual well-being was used in analyses as an independent
domain of HRQOL.
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In a sample of 1,617 adults (age range 18-90, median age 55 years, 54% female,
31% African American, 44% Latino, 25% European American) in which 83% of the
sample had received a cancer diagnosis (the other 17% were diagnosed with HIV/AIDS),
Peterman et al., (2002) reported Cronbach's alphas of .81 for the sample on the
Meaning/Peace subscale, .88 for the Faith subscale, and .87 for the total spiritual wellbeing scale. In Peterman et al.’s sample, the FACIT-Sp12 had a strong positive
correlation with overall HRQOL (r = .58) and a moderate negative correlation with
depression (r = -.48).
In Taylor and Kashubeck-West’s (2012b) study with a sample of 151 YACS, the
sample obtained a Cronbach's alpha of .88 for the entire spiritual well-being scale, .88 for
the Meaning/Peace subscale, and .86 for the Faith subscale. The participants had a mean
score of 20.33 ± 6.37 on the Meaning/Peace subscale, a mean score of 7.92 ± 4.44 on the
Faith subscale, and a mean score of 28.25 ± 9.14 on the overall spiritual well-being scale.
In the current study, the sample obtained a Cronbach’s alpha of a .90 for the entire
spiritual well-being scale, a .90 on the Meaning/Peace subscale, a .88 on the Faith
subscale. The participants had a mean score of 20.48 ± 7.11 for the Meaning/Peace
subscale, a mean score of 8.43 ± 4.96 for the Faith subscale, and a mean score of 28.91 ±
10.39 for the overall spiritual well-being scale.
Functional Assessment of Cancer Treatment-General
The Functional Assessment of Cancer Therapy-General (FACT-G) was used to
assess four additional domains of HRQOL (Cella et al., 1993). The current version of this
instrument (see Appendix J)—Version Four—has been granted permission to use by the
measure’s publisher and has received confirmation that it is applicable to cancer
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survivors both currently receiving medical treatment as well as those who have
completed medical treatment (see Appendix I). The FACT-G contains 27 items, each of
which measures one of four dimensions of quality of life: Physical Well-Being (seven
items; score range 0-28; sample question: “I have a lack of energy”), Social/Family WellBeing (seven items; score range 0-28; sample question: “I feel close to my friends”),
Emotional Well-Being (six items; score range 0-24; sample question: “I worry about
dying”), and Functional Well-Being (seven items; score range 0-28; sample question: “I
am enjoying the things I usually do for fun”). Participants respond to items using a 5point scale ranging from 0 (not at all) to 4 (very much). The items on each of the four
subscales are summed to calculate the subscale scores. All 27 items may be summed to
derive a total HRQOL score ranging from 0 to 108, but a total HRQOL mean score will
not be calculated for this study since HRQOL is not being treated as a unidimensional
construct. Higher scores indicate higher self-ratings on the dimensions of HRQOL.
Brady et al. (1999) reported Cronbach alphas for the subscales and overall FACTG scale ranging from .72 to .85 with roughly the same sample reported by Peterman et al.
(2002). In a reliability generalization study, Victorson, Barocas, Song, and Cella (2008)
reviewed 78 articles which had published Cronbach’s alpha reliability coefficients from
sample data for the FACT-G. Victorson et al. found an average Cronbach alpha for the
overall FACT-G to be .88 (range .80-.96) and for the subscales to range between .71-.83
(range .56-.95).
The sample in Taylor and Kashubeck-West’s (2012b) study of 151 YACS
obtained a Cronbach's alpha of .93 for the overall scale, a Cronbach’s alpha of .90 for the
Physical Well-Being subscale, a Cronbach’s alpha of .84 for the Social/Family Well-
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Being subscale, a Cronbach’s alpha of .84 for the Emotional Well-Being subscale, and a
Cronbach’s alpha of .87 for the Functional Well-Being subscale. The sample had a mean
score of 19.23 ± 7.38 on the Physical Well-Being subscale, a mean of 17.87 ± 6.43 on the
Social/Family Well-being subscale, a mean score of 15.20 ± 5.08 on the Emotional WellBeing subscale, and a mean score of 17.75 ± 6.16 on the Functional Well-Being subscale.
The current sample obtained a Cronbach’s alpha of .95 for the overall scale, a
Cronbach’s alpha of .91 for the Physical Well-Being subscale and a mean score of 19.10
± 7.20, a Cronbach’s alpha of .85 for the Social/Family Well-Being subscale and a mean
score of 18.68 ± 5.98, a Cronbach’s alpha of .84 for the Emotional Well-Being subscale
and a mean score of 15.28 ± 5.24, and a Cronbach’s alpha of .89 for the Functional WellBeing subscale and a mean score of 18.25 ± 6.79. Webster, Odom, Peterman, Lent, and
Cella (1999) found concurrent validity between the FACT-G subscales and the RAND-36
(Hays, Sherbourne, & Mazel, 1993) subscales—a collection of generic quality of life
measures—to range from .21 to .73, p < .05 in a sample of 99 adult cancer survivors with
varied cancer diagnoses.
Statistical Analysis
Statistical analysis was guided by the research hypotheses. This study had four
hypotheses, each of which required a different method of statistical analysis to address.
Hypothesis 1


H0: No differences exist between the numbers of topics for each counseling
modality with M ≥ 4.00 at p < .05
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H1: Group counseling > Individual counseling > Family counseling with
differences existing between the number of topics for each counseling modality
with M ≥ 4.00 at p < .05

To assess this hypothesis, descriptive statistics such as means and standard deviations
were calculated to measure the rated helpfulness of various topics for the three
counseling modalities. To further examine the counseling topics rated as significantly
more or less helpful in different counseling modalities, one-way within-subjects analysis
of variance tests were conducted. In cases where Mauchly’s Test of Sphericity was
violated at p < .05, a Greenhouse-Geisser correction was utilized in interpreting the
results. Bonferroni pairwise comparison tests were utilized to assess for significant
differences in rated mean helpfulness scores for each topic across counseling modalities.
Hypothesis 2


H0: Group, individual, and family counseling will be rated as equally preferred
counseling modalities at p < .05



H2: Group counseling > Individual counseling > Family counseling regarding
how frequently counseling modalities receive a rank of “1” at p < .05

To asses this hypothesis, frequencies and percentages were calculated to measure how
often each counseling modality received a top preferred rating of “1.” Additionally,
frequencies and percentages were also calculated to measure how often each counseling
modality received a rank of “2” or “3” as a counseling preference. To further examine
whether significant differences existed across rankings, a one-way within-subjects
analysis of variance test was conducted and Bonferroni pairwise comparison tests were
utilized across the three counseling modalities.
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Hypothesis 3


H0: Demographic variables, meaning in life, and perceived social support will not
predict the different domains of HRQOL at p < .05



H3a: Medical treatment status and meaning in life will positively predict physical
well-being at p < .05



H3b: Medical treatment status and meaning in life will positively predict
emotional well-being at p < .05



H3c: Meaning in life and perceived social support will positively predict social
well-being at p < .05



H3d: Medical treatment status and meaning in life will positively predict
functional well-being at p < .05



H3e: Race/ethnicity and meaning in life will positively predict spiritual well-being
at p < .05

To assess this hypothesis, hierarchical linear regressions were used. Five different
hierarchical linear regression analyses were conducted, one for each HRQOL domain of
interest. In step one of each regression, the demographic variables were entered as
predictor variables with the specific HRQOL domain entered as the criterion variable. In
step two of each regression, meaning in life and perceived social support were entered as
predictor variables. The level for indicating significance for these analyses was p < .05.
Hypothesis 4


H0: No differences on the main study variables will exist at different levels of the
demographic variables at p < .05
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H4: Differences on the main study variables will exist at different levels of the
demographic variables at p < .05

Three different types of analyses were conducted to thoroughly examine this hypothesis.
First, correlations were conducted between demographic characteristics (i.e., gender,
current age, current level of SES, medical treatment status, race/ethnicity, and sexual
orientation) and the 38 counseling topic items to see if any topics were more likely to be
rated as useful to discuss in counseling across different demographic characteristics. In
addition, correlations were conducted between the 38 counseling topic items and the
outcome variables (i.e., perceived social support, meaning in life, physical well-being,
social well-being, emotional well-being, functional well-being, and spiritual well-being)
to see if any topics were more likely to be rated as help to discuss in counseling across
the different outcome variables. Second, crosstabulations with chi-square analyses were
conducted to assess differences in counseling modality preferences across levels of the
demographic variables. Bonferroni pairwise comparison tests of column properties were
used to examine significant differences between groups at p < .05. Third, multivariate
analysis of variance tests were conducted to examine mean differences on the study
variables of perceived social support, meaning in life, and the domains of HRQOL by
levels of the demographic variables.
Summary
This study: (a) examined counseling topics and counseling modalities rated as
helpful by YACS; (b) examined how demographic variables, a sense of meaning in life,
and perceived social support predict domains of HRQOL of YACS; and (c) examined
relationships between gender, current age, relationship status, SES, race/ethnicity, sexual
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orientation, and medical treatment status with preferred counseling topics, preferred
counseling modalities, sense of meaning in life, perceived social support, and domains of
HRQOL of YACS. The participants were invited to participate in an online survey
through solicitations posted on relevant cancer organizations’ Facebook and Twitter
social media websites. Participants were encouraged to share information about the study
with other YACS who may not follow these social media websites. Professional contacts
with access to YACS were also contacted and asked to help recruit for the study. Once
participants consented to participate, they completed an online survey containing
demographic questions, a counseling needs assessment, the MOS, the MLQ, the FACITSp12, and the FACT-G. Participation was voluntary, took approximately 30 to 45
minutes, and participants had the opportunity to participate in an incentive raffle for one
of twenty $10 gift cards to Amazon.com. Results of the study will be presented in the
following chapter.
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CHAPTER IV
RESULTS
This study examined counseling topics and counseling modalities rated as helpful
by young adult cancer survivors (YACS). Additionally, this study also examined how
demographic variables, a sense of meaning in life, and perceived social support predict
domains of health-related quality of life (HRQOL) of YACS. Finally, this study
examined differences on the main study variables at different levels of the demographic
variables. This chapter is organized into six sections. The first section outlines the results
of preliminary analyses. In each of the following four sections, results from examining
the four study hypotheses are provided. The last section provides a brief summary of the
results of all analyses.
Preliminary Analyses
Prior to the main analyses, the data were screened for normality and linearity.
Skewness and kurtosis values were within normal limits for the variables of gender,
current age, current SES, relationship status, and medical treatment status. The
race/ethnicity variable had a skewness value of 2.74 and a kurtosis value of 6.60. Due to
the extreme lack of diversity within the variable, no variable transformation was used and
the variable was not included in main analyses. The sexual orientation variable also
resulted in problematic values for skewness (4.65) and kurtosis (21.90). Again, due to the
extreme lack of diversity within the variable, no variable transformation was used and the
variable was not included in main analyses. Linearity was within normal limits.
Additionally, the data were screened for multicollinearity. Tabachnick and Fidell
(2007) explained that multicollinearity occurs when variables are very highly correlated
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with one another. The authors stated, “The statistical problems created
by…multicollinearity occur at much higher correlations (.90 and higher)” (Tabachnick &
Fidell, 2007, p. 90). To assess for multicollinearity, Pearson’s r correlations were
conducted between all study variables. Predictably, perceived social support and social
well-being were highly correlated (r = .72, p < .001) as were presence of meaning in life
and spiritual well-being (r = .74, p < .001). Because these Pearson’s correlation
coefficients were not greater than .90, these variables were kept in analysis. Correlations
between the main study variables can be found in Table 3.
On all measures included in this study, less than 10% of the item-level data was
missing. Parent (2013) compared the use of available item analysis (i.e., pairwise
deletion), mean substitute, and multiple imputation for handling missing item-level data
in samples with low levels of missing data. Parent found that all three methods had
similar results. Parent encouraged the use of available item analysis over more complex
methods such as multiple imputation with low levels of item-level missing data since it is
simpler and can be just as effective. In this study, available item analysis was utilized to
handle missing data rather than mean substitution or multiple imputation.
Taylor and Kashubeck-West (2012b) provided mean scores for their sample of
151 YACS for the study measures used in the current study to measure perceived social
support, physical well-being, social well-being, emotional well-being, functional wellbeing, and spiritual well-being. The author of this study compared mean scores of the
current sample on these measures to the mean scores of Taylor and Kashubeck-West’s
sample of YACS using t tests. No significant differences existed between the two
samples on these measures. Because the measure for meaning in life used in this study
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has not been known to be used with YACS, the mean score for the current sample was
compared to Hsiao et al.’s (2012) sample of 76 female breast cancer survivors at baseline.
Hsiao et al.’s study is the only known instance in which the measure for meaning in life
used in this study has been used with adult cancer survivors. The author of this study
compared mean scores between the current sample and Hsiao et al.’s sample using t tests
and found no significant difference between the two samples’ average level of current
meaning in life.
Hypothesis 1
The first purpose of this study was to examine whether differences existed
between the number of topics YACS would find helpful to discuss in individual
counseling, group counseling, and family counseling. Due to few topics in all three
counseling modalities obtaining at least a mean score of 4.00 (i.e., Helpful) on a 5-point
Likert scale, a mean of at least 3.50 was selected as indicating that a topic was rated as
being helpful to discuss in counseling. Hypothesis 1 (H1) predicted that group counseling
would have the greatest number of topics rated as helpful, followed by individual
counseling, followed by family counseling. In the current study, individual counseling
and group counseling both had 25 topics rated as helpful with a mean rating of 3.50 or
greater. Family counseling had 12 topics rated as helpful with a mean rating of 3.50 or
greater.
To assess significant differences in rated helpfulness for topics across counseling
modalities, a one-way within-subjects analysis of variance (ANOVA) was conducted for
each of the 38 counseling topics included on the counseling needs assessment (see Table
4). No topics were rated significantly more helpful to discuss in family counseling than in
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individual or group counseling. Participants rated 15 topics as helpful (M ≥ 3.50) and as
significantly more helpful to discuss in either individual or group counseling than in
family counseling, according to Bonferroni pairwise comparison tests at p < .05: (a)
“Accepting the new ‘normal,’” (b) “Being accepted by others,” (c) “Concerns with
friend(s),” (d) “Finding meaning in life,” (e) “Finding purpose in life,” (f)
“Finding/making meaning from your diagnosis,” (g) “Infertility issues,” (h) “Job
situation,” (i) “Living day to day,” (j) “Negative self-talk,” (k) “Pacing yourself to
prevent exhaustion,” (l) “Pain and its effect on your life,” (m) “Positive thinking,” (n)
“Putting your own needs before others’ needs,” and (o) “Talking more effectively with
healthcare professionals regarding your physical condition.”
Participants rated five topics as significantly more helpful to discuss in individual
counseling than in the other two counseling modalities: (a) “Anxiety,” (b) “Finances,” (c)
“Sad feelings,” (d) “Sexual/intimacy concerns,” and (e) “Stress management.” The two
topics “Finding social support” and “Getting information about your medical situation”
were rated as being significantly more helpful to discuss in group counseling than in the
other two counseling modalities. Finally, participants rated three topics as significantly
more helpful to discuss in individual counseling than in family counseling—with the
topics in family counseling not being rated significantly different than the topics in group
counseling—(a) “Concerns with parent(s),” (b) “Concerns with partner,” and (c)
“Insurance issues.”
Hypothesis 1 (H1) was not supported in this study. First, the number of topics
rated as helpful with a mean ≥ 3.50 was equal for both individual and group counseling
(n = 25). However, family counseling did have the fewest number of topics rated as
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helpful for discussion (n = 12), so this aspect of H1 was supported. One-way withinsubjects ANOVAS revealed the greatest number of topics rated as significantly more
helpful to discuss in a single counseling modality was for individual counseling with five
topics, followed by group counseling with two topics, and lastly family counseling with
zero topics. When presented with the same topics and asked to rate how helpful they
would perceive discussing each topic in individual counseling, group counseling, and
family counseling, YACS rated 15 topics as significantly more helpful to discuss in
individual or group counseling as compared with family counseling.
Hypothesis 2
The second purpose of this study was to examine whether differences existed in
regard to YACS’ preferences for counseling modalities. Participants were presented with
the options individual counseling, group counseling, and family counseling. From the
three options, participants were asked to rank their preferences for counseling modalities.
Participants could not select the same rank (e.g., first choice) more than once.
Frequencies and percentages for counseling modality preferences can be found in
Table 5. A majority of participants selected individual counseling as their first choice for
counseling modality (73%), followed by group counseling (21%), and finally family
counseling (7%). For second choice, the highest frequency of participants selected group
counseling (45%), followed by family counseling (35%), and lastly individual counseling
(21%). For participants’ third choice, family counseling was selected most frequently
(59%), followed by group counseling (35%), and lastly individual counseling (6%).
To continue exploring if significant differences existed among rankings of
preferences for counseling modalities, a one-way within-subjects ANOVA was
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conducted. In conducting the analysis, Mauchly’s Test of Sphericity was statistically
significant (W = .93, p <.001). This indicated heterogeneity of covariance matrices across
levels of preference rankings for counseling modalities (Meyers et al., 2006). Due to
Mauchly’s W being statistically significant, a Greenhouse-Geisser correction was utilized
in interpreting results. The observed F value was statistically significant, F(1.87, 551.48)
= 169.30, p < .001, 2 = .37, observed power = 1.00. Bonferroni pairwise comparison
tests (p < .05) demonstrated that participants gave individual counseling (M = 1.34, SD =
.59) a significantly higher ranking than group counseling (M = 2.14, SD = .73), which in
turn received a significantly higher ranking than family counseling (M = 2.52, SD = .62).
Because Hypothesis 2 (H2) predicted that group counseling would receive a significantly
higher ranking as a counseling modality than individual counseling or family counseling,
and the results did not demonstrate this result, H2 was not supported in this study.
Hypothesis 3
The third purpose of this study was to examine how demographic variables, a
sense of meaning in life, and perceived social support would predict domains of HRQOL
of YACS. A hierarchical regression was conducted with each domain of HRQOL (i.e.,
physical well-being, social well-being, emotional well-being, functional well-being, and
spiritual well-being) as the criterion variable. Relationship status (partnered vs. not),
medical treatment status (receiving medical treatment vs. completed medical treatment),
and current SES were entered as predictors in the first step. Following Tabachnick and
Fidell’s (2007) advice that regression is most successful when each predictor variable is
strongly correlated with the criterion variable, gender and current age were not included
in the first step because they were not correlated with any of the criterion variables.
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Preliminary hierarchical regression analysis suggested that relationship status was
acting as a suppressor variable. A suppressor variable is “defined not by its own
regression weight, but by its enhancement of the effects of other variables in the set of
IVs” (Tabachnick & Fidell, 2007, p. 154). Tabachnick and Fidell (2007) described two
criteria for evaluating whether a variable is acting as a suppressor variable: (a) the
absolute value of the correlation between the predictor variable and the criterion variable
is smaller than the beta weight for the criterion variable or (b) the correlation value and
the beta weight have opposite signs. In preliminary hierarchical regression analysis,
relationship status and physical HRQOL had a small correlation value (r = -.01, p > .05)
and a significant beta weight (β = -.14, p < .05). Relationship status and social HRQOL
had a positive correlation value (r = .24, p < .001) but a negative beta weight (β = -.02, p
> .05). Relationship status and emotional HRQOL had a small correlation value (r = -.01,
p > .05) and a significant beta weight (β = -.15, p < .01). Relationship status and
functional HRQOL had a positive correlation value (r = .09, p > .05) but a negative beta
weight (β = -.12, p < .05). Finally, relationship status and spiritual HRQOL had a positive
correlation value (r = .07, p > .05) but a negative beta weight (β = -.13, p < .01).
Relationship status was deemed a suppressor variable, and it was excluded from final
hierarchical regression analysis.
Perceived social support and presence of meaning in life were entered as
predictors in the second step for the hierarchical regressions having physical HRQOL,
emotional HRQOL, and functional HRQOL as criterion variables. Due to perceived
social support being relatively highly correlated with social well-being (r = .72, p < .001),
presence of meaning in life was entered as a predictor in the second step and perceived
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social support was entered as a predictor in the third step of the hierarchical regression
using social HRQOL as a criterion variable. This decision was made in an effort to better
understand to what extent the other variables predicted social well-being prior to
including the perceived social support variable. Similarly, because presence of meaning
in life was relatively highly correlated with spiritual HRQOL (r = .74, p < .001),
perceived social support was entered as a predictor in the second step and presence of
meaning in life was entered in the third step of the hierarchical regression with spiritual
HRQOL as the criterion variable. Results of the five hierarchical regressions can be
found in Table 6.
In predicting physical HRQOL, the results indicated that in the first step, current
SES and medical treatment status were significant predictors. Participants of higher levels
of SES and participants who had completed medical treatment were more likely to report
higher levels of physical well-being. In the second step, both SES and medical treatment
status continued to be significant predictors of physical HRQOL. In addition, perceived
social support and presence of meaning in life were significant predictors of physical
HRQOL. Participants who had a higher level of perceived social support and participants
who had a higher level of meaning in life were more likely to report higher levels of
physical HRQOL. Overall, the predictor variables accounted for approximately 19% of
the variance in physical HRQOL. Hypothesis 3a (H3a) predicted that medical treatment
status and meaning in life would positively predict physical HRQOL. In this study, H3a
was supported. Additionally, current SES and perceived social support were also positive
predictors of physical HRQOL.
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Results in predicting emotional HRQOL demonstrated that in the first step,
current SES and medical treatment status were significant predictors. Participants of
higher levels of SES and participants who had completed medical treatment were more
likely to report higher levels of emotional HRQOL. In the second step, current SES and
medical treatment status continued to be significant predictors of emotional HRQOL.
Additionally, perceived social support and presence of meaning in life significantly
predicted emotional HRQOL. Participants who had higher levels of perceived social
support and participants who had higher levels of meaning in life were more likely to
report higher levels of emotional HRQOL. Overall, the predictor variables accounted for
approximately 27% of the variance in emotional HRQOL. Hypothesis 3b (H3b) predicted
that medical treatment status and meaning in life would be positive predictors of
emotional HRQOL. In this study, H3b was supported. Current SES and perceived social
support were additional positive predictors of emotional HRQOL.
For predicting social HRQOL, results in the first step indicated that current SES
was a significant predictor. Participants who reported being of higher levels of SES were
more likely to report higher levels of social HRQOL. In the second step, current SES
continued to be a significant predictor of social HRQOL. Additionally, presence of
meaning in life was a significant predictor of social HRQOL. Participants who were of
higher levels of SES or participants who had higher levels of meaning in life were more
likely to report higher levels of social HRQOL. In the third step, current SES and
presence of meaning in life continued to be significant predictors of social HRQOL.
Perceived social support was a significant predictor of social HRQOL. Participants who
had a higher level of perceived social support were more likely to report higher levels of
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social HRQOL. Overall, the predictor variables accounted for approximately 61% of the
variance in social HRQOL. Hypothesis 3c (H3c) predicted that a sense of meaning in life
and perceived social support would positively predict social HRQOL. In this study, H3c
was supported. Furthermore, current SES was a positive predictor of social HRQOL.
In step one for predicting functional HRQOL, current SES and medical treatment
status were significant predictors. Participants of higher levels of SES and participants
who had completed medical treatment were more likely to report higher levels of
functional HRQOL. In the second step, current SES and medical treatment status
continued to be significant predictors of HRQOL. Additionally, perceived social support
and presence of meaning in life were significant predictors of functional HRQOL.
Participants who had higher levels of perceived social support and participants who had
higher levels of meaning in life were more likely to report higher levels of functional
HRQOL. Overall, the predictor variables accounted for approximately 41% of the
variance in functional HRQOL. Hypothesis 3d (H3d) predicted that medical treatment
status and meaning in life would be positive predictors of functional HRQOL. In this
study, H3d was supported. Current SES and perceived social support were also positive
predictors of functional HRQOL.
Finally, in step one for predicting spiritual HRQOL, results indicated that current
SES and medical treatment status were significant predictors. Participants of higher levels
of SES and participants who had completed medical treatment were more likely to report
higher levels of spiritual HRQOL. In step two, current SES and medical treatment status
continued to be significant predictors of spiritual HRQOL. Additionally, perceived social
support was a significant predictor of spiritual HRQOL. Participants with higher levels of
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perceived social support were more likely to report higher levels of spiritual HRQOL. In
step three, medical treatment status and perceived social support continued to be
significant predictors, but current SES was no longer a significant predictor of spiritual
HRQOL. Additionally, presence of meaning in life was a significant predictor of spiritual
HRQOL. Participants who had higher levels of meaning in life were more likely to report
higher levels of spiritual HRQOL. Overall, the predictor variables accounted for
approximately 57% of the variance in spiritual HRQOL. Hypothesis 3e (H3e) predicted
that race/ethnicity and meaning in life would be positive predictors of spiritual HRQOL.
Because race/ethnicity was not a predictor variable that could be used in this study due to
violations in normality and extreme lack of diversity within the variable, this study
cannot conclude whether H3e would have been supported. However, meaning in life was
supported as a positive predictor of spiritual HRQOL. Additionally, medical treatment
status and perceived social support were positive predictors of spiritual HRQOL.
Given the high percentage of variance accounted for in the spiritual HRQOL
hierarchical regression and concerns about conceptual overlap between the predictor
variable of presence of meaning in life and the criterion variable of spiritual HRQOL, an
additional hierarchical regression using level of faith as the criterion variable was
conducted. Level of faith is a subscale of the Functional Assessment of Chronic Illness
Therapy-Spiritual Well-Being (FACIT-Sp12), which was used to assess overall spiritual
HRQOL. A second subscale of the FACIT-Sp12, Meaning/Faith, may have overlapped
too highly with the Meaning in Life Questionnaire (MLQ), used to measure presence of
meaning in life. Replacing spiritual HRQOL with level of faith as the criterion variable
resulted in a hierarchical regression evaluating whether demographic variables and study
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variables would predict participants’ level of faith. In step one of the regression, medical
treatment status was a predictor of faith. Participants who had completed medical
treatment were more likely to report higher levels of faith. In step two of the regression,
medical treatment status was no longer a significant predictor of faith. Presence of
meaning in life was the only significant predictor of faith. Participants who had higher
levels of meaning in life were more likely to report higher levels of faith. Overall, the
predictor variables accounted for approximately 22% of the variance in faith.
Hypothesis 4
Hypothesis 4 (H4) predicted that significant differences on the main study
variables would exist at different levels of the demographic variables. Because different
analyses were necessary to fully explore differences between the demographic variables
and the various study variables, H4 will be explored in three sections. First, correlations
between the item-level counseling topics and the demographic variables as well as the
study variables were conducted and will be discussed. Due to the large number of
correlations and the exploratory nature of the analysis, correlations achieving significance
at p < .01 will be discussed in the results. Second, chi-square analyses were conducted to
examine how the categorical preferences for counseling modalities varied by the levels of
the demographic variables. Finally, four multivariate analysis of variance (MANOVA)
tests were conducted to assess how levels of the demographic variables were related to
the continuous study variables of perceived social support, presence of meaning in life,
and the five domains of HRQOL.
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Counseling Topic Correlations
Results for the correlations between the counseling topics on the counseling needs
assessment for individual counseling and the demographic variables can be found in
Table 7. Gender was not significantly correlated with any of the counseling topics in
individual counseling at p < .01. Current age was significantly correlated with six topics
in individual counseling: (a) “Anxiety,” (b) “Concerns with child(ren),” (c) “Concerns
with friend(s),” (d) “Concerns with parent(s),” (e) “Infertility issues,” and (f) “Thoughts
about continuing/resuming education.” With the exception of discussing concerns with
child(ren) in individual counseling, youngers YACS were more likely to report these
concerns than older YACS. Current SES was significantly correlated with three topics in
individual counseling: (a) “Creating a memorable document of your life to share with
loved ones,” (b) “Finances,” and (c) “Finding meaning in life.” Young adult cancer
survivors of lower levels of SES were more likely to report these concerns than YACS of
higher levels of SES. Relationship status was significantly correlated with two topics in
individual counseling: (a) “Concerns with partner” and (b) “Dating concerns.” In
individual counseling, partnered YACS were more likely to report wanting to discuss
concerns with a partner and single YACS were more likely to report wanting to discuss
dating concerns. For medical treatment status, only the topic “Sexual/intimacy concerns”
was significantly correlated at p < .01. Young adult cancer survivors who had completed
medical treatment were more likely to report concerns about sexuality or intimacy in
individual counseling than YACS currently completing medical treatment.
Results for the correlations between the counseling topics on the counseling needs
assessment for individual counseling and the study variables can be found in Table 8.
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Perceived social support was significantly correlated with three counseling topics at p <
.01: (a) “Dating concerns,” (b) “Finances,” and (c) “Job situation.” Participants with
lower levels of perceived social support were more likely to report interest in discussing
these three topics in individual counseling. Meaning in life was significantly related to
five individual counseling topics: (a) “Dating concerns,” (b) “Finding meaning in life,”
(c) “Finding purpose in life,” (d) “Negative self-talk,” and (e) “Sad feelings.” Participants
with lower levels of meaning in life were more likely to report these concerns. Six
counseling topics were associated with physical HRQOL in individual counseling: (a)
“Finances,” (b) “Job situation,” (c) “Living day to day,” (d) “Pacing yourself to prevent
exhaustion,” (e) “Pain and its effect on your life,” and (f) “Will/advanced directive
concerns.” Young adult cancer survivors with lower levels of physical well-being were
more likely to report wanting to discuss these topics. Only the two topics “Finding
meaning in life” and “Negative self-talk” correlated with social HRQOL at p < .01.
Young adult cancer survivors with lower levels of social HRQOL were more likely to
report finding these topics helpful. Results indicated that emotional HRQOL was
significantly correlated with 11 topics in individual counseling: (a) “Anxiety,” (b) “Being
accepted by others,” (c) “Finding meaning in life,” (d) “Finding purpose in life,” (e)
“Living day to day,” (f) “Negative self-talk,” (g) “Pacing yourself to prevent exhaustion,”
(h) “Pain and its effect on your life,” (i) “Sad feelings,” (j) “Stress management,” and (k)
“Will/advanced directive concerns.” These topics were more likely to have been reported
as helpful by YACS with lower levels of emotional HRQOL. Four topics in individual
counseling were significantly correlated with functional HRQOL: (a) “Finances,” (b)
“Infertility issues,” (c) “Living day to day,” and (d) “Pain and its effect on your life.”
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Finances, living day to day, and pain were more likely to be endorsed as helpful by
YACS with lower levels of functional well-being. The topic of infertility issues was more
likely to be reported as helpful by YACS with higher levels of functional well-being. The
fifth domain of HRQOL, spiritual well-being, was significantly correlated with four
topics in individual counseling: (a) “Living day to day,” (b) “Negative self-talk,” (c) “Sad
feelings,” and (d) “Spirituality.” The first three topics were more likely to be reported by
YACS with lower levels of spiritual well-being, while the topic spirituality was more
likely to be reported by YACS with higher levels of spiritual well-being.
Results for the correlations between the counseling topics on the counseling needs
assessment for group counseling and the demographic variables can be found in Table 9.
Four topics significantly correlated with gender: (a) “Accepting the new ‘normal,’” (b)
“Anxiety,” (c) “Sad feelings,” and (d) “Stress management.” Female YACS were more
likely to report these topics as being helpful than male YACS. Ten topics in group
counseling correlated with current age: (a) “Accepting the new ‘normal,’” (b) “Alcohol
or drug use,” (c) “Anxiety,” (d) “Concerns with friend(s),” (e) “Concerns with parent(s),”
(f) “Concerns with sibling(s),” (g) “Infertility issues,” (h) “Positive thinking,” (i) “Stress
management,” and (j) “Thoughts about continuing/resuming education.” Younger YACS
were more likely to report these concerns than older YACS. Similar to individual
counseling, partnered YACS were more likely to report talking about “Concerns with
partner” as helpful and single YACS were more likely to report talking about “Dating
concerns” as helpful. Current SES and medical treatment status were not significantly
correlated with any topics in group counseling.
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Results for the correlations between the counseling topics on the counseling needs
assessment for group counseling and the study variables can be found in Table 10.
Perceived social support was significantly negatively correlated with only the topic “Pain
and its effect on your life” at p < .01. Young adult cancer survivors with lower levels of
perceived social support were more likely to find talking about pain helpful. Presence of
meaning in life was significantly associated with four group counseling topics: (a)
“Concerns with child(ren),” (b) “Concerns with family members other than partner,
parent(s), sibling(s), or child(ren),” (c) “How and what to tell your child(ren) about your
situation,” and (d) “Making memories for your child(ren)/partner/family to have.” Young
adult cancer survivors with higher levels of meaning in life were more likely to report
these topics as helpful to discuss. Five group topics were significantly correlated with
physical HRQOL: (a) “Finances,” (b) “Job situation,” (c) “Living day to day,” (d)
“Pacing yourself to prevent exhaustion,” and (e) “Pain and its effect on your life.” Young
adult cancer survivors with lower levels of physical well-being were more likely to report
these counseling topics as helpful. Two group topics were significantly associated with
social HRQOL: (a) “How and what to tell your child(ren) about your situation” and (b)
“Pain and its effect on your life.” Young adult cancer survivors with lower levels of
social well-being were more likely to report concerns about pain, and YACS with higher
levels of social well-being were more likely to report concerns about what to tell one’s
child(ren). Eight group topics were significantly associated with emotional HRQOL: (a)
“Anxiety,” (b) “Finding meaning in life,” (c) Finding purpose in life, “ (d) “Job
situation,” (e) “Living day to day,” (f) “Negative self- talk,” (g) “Pain and its effect on
your life,” and (h) “Sad feelings.” Young adult cancer survivors with lower levels of
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emotional well-being were more likely to report these counseling topics as helpful to
discuss. Functional HRQOL was associated with two topics: (a) “Living day to day” and
(b) “Pain and its effect on your life.” Young adult cancer survivors with lower levels of
functional well-being were more likely to endorse these group counseling topics as
helpful than YACS with higher levels of functional well-being. Finally, spiritual HRQOL
was associated with two group counseling topics at p < .01: (a) “Living day to day” and
“Spirituality.” Living day to day was more likely to be reported as helpful to discuss by
YACS with lower levels of spiritual well-being, and spirituality was more likely to be
reported by YACS with higher levels of spiritual well-being.
Results for the correlations between the counseling topics on the counseling needs
assessment for family counseling and the demographic variables can be found in Table
11. Three topics were significantly correlated with current age: (a) “Concerns with
friend(s),” (b) “Infertility issues,” and (c) “Thoughts about continuing/resuming
education.” Younger YACS were more likely to report these concerns as helpful to
discuss in family counseling than older YACS. Seven topics were associated with
relationship status: (a) “Concerns with partner,” (b) “Dating concerns,” (c) “How and
what to tell your child(ren) about your situation,” (d) “Positive thinking,” (e) “Putting
your own needs before others’ needs,” (f) “Sexual/intimacy concerns,” and (g) “Stress
management.” Only the topic concerning dating concerns was more likely to be reported
as helpful by single YACS. The other six topics were more likely to be reported by
partnered YACS. No topics in family counseling were significantly correlated with
gender, current SES, or medical treatment status at p < .01.
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Results for the correlations between the counseling topics on the counseling needs
assessment for family counseling and the study variables can be found in Table 12. Three
topics were significantly correlated with physical HRQOL: (a) “Living day to day,” (b)
“Pacing yourself to prevent exhaustion,” and (c) “Pain and its effect on your life.” Young
adult cancer survivors with lower levels of physical well-being were more likely to report
these concerns than YACS with higher levels of physical well-being. Emotional HRQOL
was significantly associated with five topics in family counseling: (a) “Finding meaning
in life,” (b) “Finding purpose in life,” (c) “Finding/making meaning from your
diagnosis,” (d) “Living day to day,” and (e) “Pain and its effect on your life.” All five
topics were more likely to be reported as helpful to discuss by YACS with lower levels of
emotional well-being. Only the topic “Pain and its effect on your life” was significantly
correlated with functional HRQOL in family counseling. Results indicated that YACS
with lower levels of functional well-being were more likely to report the topic of pain and
its effect on life as helpful to discuss. Finally, the topic “Spirituality” was significantly
associated with spiritual well-being in family counseling. Young adult cancer survivors
with higher levels of spiritual well-being were more likely to endorse spirituality as a
helpful family counseling topic than YACS with lower levels of spiritual well-being. The
study variables of perceived social support, meaning in life, and social HRQOL were not
significantly correlated with any topics in family counseling at p < .01.
Counseling Modality Chi-Square Analyses
To examine the relationship between the demographic variables and preferences
for counseling modalities, chi-square analyses were conducted due to the outcome
variables being categorical rather than continuous variables. Although current age was
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measured as a continuous variable, for this analysis, two current age categories were
created. Following Arnett’s (2000) theory suggesting that a separate developmental
period called emerging adulthood occurs from 18 years of age through approximately 29
years of age, the two age groups separated participants currently 18 through 29 years of
age from participants currently 30 through 39 years of age. For this dichotomous current
age variable, chi-square analyses were not significant (see Table 13). Bonferroni pairwise
comparison tests (p < .05) revealed significant differences in the selection of family
counseling as either one’s second or third choice; however, due to the chi-square statistic
not achieving significance, further interpretation cannot not be advised.
For relationship status, numerous differences existed between the two groups and
preferences for counseling modalities according to Bonferroni pairwise comparison tests
at p < .05 (see Table 14). A significantly higher percentage of single participants than
partnered participants selected individual counseling as their first counseling modality
choice, χ2 (2, N = 292) = 7.45, p = .024, φ = .16. A post hoc power analysis in G*Power
using an alpha level of .05, a sample size of 292, and an effect size of .16 indicated an
achieved power of .69 for the analysis. For participants’ second choice, a significantly
higher percentage of partnered participants than single participants selected individual
counseling, while a significantly higher percentage of single participants than partnered
participants selected group counseling as their second choice, χ2 (2, N = 292) = 19.11, p <
.001, φ = .26. A post hoc power analysis in G*Power using an alpha level of .05, a
sample size of 292, and an effect size of .26 revealed an achieved power level of .98 for
the analysis. For participants’ third choice, a significantly higher percentage of partnered
participants than single participants selected group counseling as their third choice, while
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a significantly higher percentage of single participants than partnered participants
selected family counseling as their third choice, χ2 (2, N = 292) = 8.07, p = .018, φ = .17.
A post hoc power analysis in G*Power using an alpha level of .05, a sample size of 292,
and an effect size of .17 resulted in an achieved power of .74 for the analysis. Chi-square
analyses and Bonferroni pairwise comparison tests did not indicate significant differences
in counseling modality preferences for the variables of gender (see Table 15), current
SES (see Table 16), or medical treatment status (see Table 17).
Multivariate Analysis of Variance for Study Variables
To examine differences between levels of the demographic variables on the study
variables, four separate multivariate analysis of variance (MANOVA) tests were
conducted for the four demographic variables gender, relationship status, medical
treatment status, and current SES. The current age demographic variable was not used
since it did not correlate with any of the dependent variables. Each MANOVA included
seven dependent variables: (a) perceived social support, (b) meaning in life, (c) Physical
HRQOL, (d) Social HRQOL, (e) Emotional HRQOL, (f) Functional HRQOL, and (g)
Spiritual HRQOL. For all four MANOVAs, Box’s M was not statistically significant,
indicating equal covariance matrices of the dependent variables across groups. This
suggests that the four MANOVA F statistics can be interpreted with Wilks’ Lambda
(Meyers et al., 2006). Additionally, Bartlett’s Test of Sphericity was statistically
significant (p < .001) for the four MANOVAs, indicating “sufficient correlation between
the dependent variables to proceed with the analysis” (Meyers et al., 2006, p. 430). See
Table 18 for means and standard deviations by levels of the demographic variables on the
study variables.
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Of the four MANOVAs, gender was the only demographic variable that did not
have a significant multivariate main effect, Λ = .96, F(7, 301) = 1.76, p = .094, partial 2
= .04, observed power = .71. Relationship status had a significant multivariate main
effect, Λ = .86, F(7, 298) = 7.09, p < .001, partial 2 = .14, observed power = 1.00.
Univariate ANOVAs were conducted on each dependent variable to examine the source
of the main effect. Three dependent variables had significant ANOVA F statistics: (a)
perceived social support, (b) meaning in life, and (c) Social HRQOL. Relationship status
affected perceived social support, F(1, 304) = 29.78, p < .001, partial 2 = .09, observed
power = 1.00. Partnered YACS reported a higher level of perceived social support than
single YACS. Relationship status also affected meaning in life, F(1, 304) = 13.58, p <
.001, partial 2 = .04, observed power = .96. Partnered YACS reported a higher level of
meaning in life than single YACS. Finally, relationship status affected social HRQOL,
F(1, 304) = 17.98, p < .001, partial 2 = .06, observed power = .99. Partnered YACS
reported a higher level of social HRQOL than single YACS.
Medical treatment status had a significant multivariate main effect, Λ = .90, F(7,
297) = 4.83, p < .001, partial 2 = .10, observed power = 1.00. Univariate ANOVAs were
conducted on each dependent variable to examine the source of the main effect. Four
dependent variables had significant ANOVA F statistics: (a) physical HRQOL, (b)
Emotional HRQOL, (c) functional HRQOL, and (d) spiritual HRQOL. Medical treatment
status affected physical HRQOL, F(1, 303) = 29.02, p < .001, partial 2 = .09, observed
power = 1.00. Young adult cancer survivors who had completed medical treatment
reported a higher level of physical HRQOL than YACS still receiving medical treatment.
Medical treatment status also affected emotional HRQOL, F(1, 303) = 8.60, p = .004,
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partial 2 = .03, observed power = .83. Young adult cancer survivors who had completed
medical treatment reported a higher level of emotional HRQOL than YACS still
receiving medical treatment. Additionally, medical treatment status affected functional
HRQOL, F(1, 303) = 16.53, p < .001, partial 2 = .05, observed power = .98. Young adult
cancer survivors who had completed medical treatment reported a higher level of
functional HRQOL than YACS still receiving medical treatment. Finally, medical
treatment status affected spiritual HRQOL, F(1, 303) = 5.58, p = .019, partial 2 = .02,
observed power = .65. Young adult cancer survivors who had completed medical
treatment reported a higher level of spiritual HRQOL than YACS still receiving medical
treatment.
Current SES also had a significant multivariate main effect, Λ = .84, F(21,
859.12) = 2.51, p < .001, partial 2 = .06, observed power = 1.00. Univariate ANOVAs
were conducted on each dependent variable to examine the source of the main effect. All
seven dependent variables had significant ANOVA F statistics. Current SES affected
perceived social support, F(3, 305) = 3.61, p = .014, partial 2 = .03, observed power =
.79. Although the ANOVA was significant, Tukey post-hoc comparisons (p < .05) did not
result in significant differences across levels of current SES for perceived social support.
Current SES affected meaning in life, F(3, 305) = 7.01, p < .001, partial 2 = .07,
observed power = .98. Tukey post-hoc comparisons (p < .05) indicated that YACS who
were lower/working class reported a similar level of meaning in life as YACS who were
lower middle class but a lower level of meaning in life than YACS who were middle
class or upper middle/upper class. Young adult cancer survivors who were lower middle
class reported a similar level of meaning in life as YACS who were middle class but a
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lower level of meaning in life than YACS who were upper middle/upper class. Those
YACS who were middle class reported a similar level of meaning in life as YACS who
were upper middle/upper class.
Current SES affected physical HRQOL as well, F(3, 305) = 5.47, p = .001, partial
2 = .05, observed power = .94. Tukey post-hoc comparisons (p < .05) indicated that
YACS who were lower/working class reported a similar level of physical HRQOL as
YACS who were lower middle class and a lower level of physical HRQOL than YACS
who were middle class or upper middle/upper class. Those YACS who were lower
middle class reported a similar level of physical HRQOL as YACS who were middle
class and upper middle/upper class.
Current SES also affected social HRQOL, F(3, 305) = 9.99, p < .001, partial 2 =
.09, observed power = 1.00. Tukey post-hoc comparisons (p < .05) indicated that YACS
who were lower/working class and lower middle class reported a similar level of social
HRQOL, but both groups reported a lower level of social HRQOL than YACS who were
middle class and upper middle/upper class. Those YACS who were middle class and
upper middle/upper class reported a similar level of social HRQOL.
Emotional HRQOL was affected by current SES, F(3, 305) = 8.57, p < .001,
partial 2 = .08, observed power = .99. Tukey post-hoc comparisons (p < .05) indicated
that YACS of lower/working class reported a lower level of emotional HRQOL than
YACS of lower middle class, middle class, and upper middle/upper class. Young adult
cancer survivors of lower middle class, middle class, and upper middle/upper class
reported a similar level of emotional HRQOL.
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Functional HRQOL was also affected by current SES, F(3, 305) = 10.36, p <
.001, partial 2 = .09, observed power = 1.00. Tukey post-hoc comparisons (p < .05)
indicated that YACS of lower/working class and lower middle class reported a similar
level of functional HRQOL, but both groups reported a lower level of functional HRQOL
than YACS who were middle class and upper middle/upper class. Young adult cancer
survivors who were middle class and upper middle/upper class reported a similar level of
functional HRQOL.
Finally, current SES affected spiritual HRQOL, F(3, 305) = 6.24, p < .001, partial
2 = .06, observed power = .96. Tukey post-hoc comparisons (p < .05) indicated that
YACS of lower/working class and lower middle class reported a similar level of spiritual
HRQOL, but both groups reported a lower level of spiritual HRQOL than YACS of
middle class and upper middle/upper class. Young adult cancer survivors of middle class
and upper middle/upper class reported a similar level of spiritual HRQOL.
Summary
This study surveyed young adult cancer survivors to assess their counseling
preferences as well as to better understand their HRQOL. In examining helpful
counseling topics, participants rated both individual counseling and group counseling as
having an equal number of topics that would be helpful to discuss (M ≥ 3.50) in those
modalities of counseling. One-way within-subjects ANOVAs indicated that individual
counseling had the highest number of topics rated as significantly more helpful to discuss
in individual counseling than in either group counseling or family counseling. Family
counseling did not have any topics that were rated as significantly more helpful to discuss
in that counseling modality than in the other two counseling modalities. In examining

112
participants’ preferences for counseling modalities, a one-way within-subjects ANOVA
indicated that individual counseling received a significantly higher rating for the top
preference than group counseling or family counseling. Descriptive frequencies revealed
that individual counseling was rated as the top choice, followed by group counseling, and
finally family counseling as participants’ third choice. To examine predictors of HRQOL
domains, five hierarchical regressions were conducted. Results indicated that perceived
social support and presence of meaning in life were significant positive predictors of all
five HRQOL domains. Current SES level was also a frequent significant positive
predictor of domains of HRQOL. Similarly, with the exception of social HRQOL,
medical treatment status was a frequent positive predictor of HRQOL domains. Finally,
three separate types of analyses were conducted to explore associations among the
variables: (a) correlations were conducted between the counseling topics and the
demographic and study variables, (b) chi-square analyses with Bonferroni pairwise
comparison tests were conducted between the counseling modality preferences and the
demographic variables, and (c) four MANOVAs were conducted to explore differences
on the main study variables at different levels of the demographic variables. Results of all
analyses were discussed. A discussion of the study’s findings will be presented in the
next chapter.
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CHAPTER V
DISCUSSION
Approximately 60,000 young adults are likely to be diagnosed with cancer this
year (Bleyer & Barr, 2009). Although so many young adults are likely to be affected by a
cancer diagnosis in the near future, relatively little has been studied about their medical
and psychosocial needs compared to older adult cancer survivors and survivors of
childhood cancer (Haase & Phillips, 2004; Miedema et al., 2007). Examples of possible
psychosocial concerns may include one’s body image (Snobohm et al., 2010; Zebrack,
2011), fertility (Eiser et al., 2009; Gupta, Edelstein, Albert-Green, & D’Agostino, 2013;
Kent et al., 2012), social support system (Hauken et al., 2013; Kent et al., 2012), dating
(Kent et al., 2012; Zebrack, 2011), and employment (Odo & Potter, 2009; Zebrack,
2011). Although research has recently started exploring young adult cancer survivors’
(YACS) psychosocial needs, a dearth in the research exists regarding what YACS would
find beneficial to discuss in counseling. Zebrack (2008, 2009) was one of the first
researchers to initiate the conversation about YACS’ counseling needs for different
counseling modalities, but room for continued exploration exists.
The current study aimed to examine YACS’ counseling needs and preferences. In
this regard, preferences both for discussion topics as well as overall counseling
modalities were studied. An additional purpose of the current study was to explore
predictors of YACS’ health-related quality of life (HRQOL). A final purpose of this
study was to explore differences between levels of the demographic variables on the
study variables.
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This chapter is separated into five sections. First, the findings of the current study
will be discussed. Second, limitations of the current study will be examined and methods
chosen to try to reduce the severity of the limitations will be discussed. Next,
implications of the study for counselors, followed by recommendations for future
research, will be presented. Finally, a conclusion of the study and findings will be
discussed.
Discussion of Findings
This study had four hypotheses. First, it was hypothesized that YACS would rate
the group counseling modality as having the highest number of helpful counseling topics,
followed by individual counseling, and lastly, family counseling. Second, it was
hypothesized that participants would select group counseling as their first choice of
counseling modality, followed by individual and family counseling. The third hypothesis
of this study was that meaning in life would be a significant positive predictor of all
studied domains of HRQOL and other demographic variables would be significant
positive predictors in various HRQOL domains. Finally, it was hypothesized that
differences would exist between levels of the demographic variables on the study
variables. A discussion of the results of each of these hypotheses follows.
Helpful Counseling Topics
Although the first hypothesis that group counseling would have the highest
number of topics rated as helpful was not supported in this study, group counseling still
appears to have been a desirable modality in which to discuss topics. Both individual and
group counseling had the same number of topics rated as helpful with a mean rating
greater than or equal to 3.50 (25/38 topics), and many topics (n = 15) were rated as being
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equally helpful in group or individual counseling. Of these 15 topics, many are topics
supported by the literature as topics that are relevant to YACS. For example, researchers
have discussed the importance of discussing infertility (Eiser et al., 2009; Gupta et al.,
2013; Kent et al., 2012), the new “normal” (Miedema et al., 2007; Odo & Potter, 2009;
Snobohm et al., 2010), employment (Odo & Potter, 2009; Zebrack, 2011), and pacing
oneself to prevent exhaustion (Hauken et al., 2013; Odo & Potter, 2009; Snobohm et al.,
2010), among other developmentally-relevant topics. Patterns may be inferred about the
nature of the topics deemed most helpful in different counseling modalities.
Participants indicated that discussing anxiety, finances, sad feelings,
sexual/intimacy concerns, and stress management in individual counseling would be
significantly more helpful than discussing these topics in group counseling or family
counseling. Perhaps because these topics are fairly unique to one’s specific life context,
they are not topics that would be as helpful to discuss with other family members or with
other YACS. They may be topics that YACS prefer to gain insight about on their own,
with a counselor acting as an objective individual providing feedback. Alternatively, they
may be topics that are perceived as being too sensitive to discuss with others. Young
adult cancer survivors may wish to discuss their sexual/intimacy concerns or financial
concerns privately. Or, perhaps especially in regard to financial concerns or sad feelings,
they may not want to worry or burden friends and family with their concerns (Brennan,
2004; MacCormack et al., 2001).
Participating YACS rated the topics finding social support and getting
information about one’s medical situation as significantly more helpful to discuss in
group counseling than in individual or family counseling. Finding social support may be
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helpful to discuss in group counseling for a couple reasons. First, group counseling itself
can be a way for YACS to find social support from others who understand their
experiences (Kent et al., 2013). Second, YACS may use group counseling to solicit
advice and brainstorm ideas of how they can enhance their social support system. Even if
someone is of a different life context, such as a different level of SES, he or she may still
be able to provide relevant information for increasing social support and interacting with
one’s support system. Similarly, getting information about one’s medical situation is also
a topic which is not as context-specific as some of the topics rated as helpful to discuss in
individual counseling (e.g., finances). Cancer does not discriminate based on
demographic variables, so speaking with other YACS about one’s medical experience
and soliciting information about their medical experiences may be beneficial.
Although family counseling did not have any topics that were rated as more
helpful to discuss in family counseling than in the other two counseling modalities, a few
notable instances of family-relevant topics rated as significantly more helpful to discuss
in individual counseling than family counseling emerged. These topics included
discussing concerns about one’s parents, concerns about one’s partner, and insurance
issues. Although the topics discussing concerns with parents or with a partner may seem
best suited for discussion in family or couples counseling, YACS were significantly more
interested in discussing these concerns in individual counseling. Perhaps YACS do not
want to appear ungrateful of others and would prefer to utilize individual counseling as a
way to express frustration or as a way to consider alternative ways of interaction. This
possibility would be consistent with MacCormack et al.'s (2001) finding that adult cancer
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survivors tend to prefer discussing concerns involving family members in individual
counseling rather than in family counseling.
Counseling Modality Preferences
The second hypothesis of this study, that group counseling would be participants’
first preference for counseling modality, was not supported in this study. Descriptive
frequencies indicated that a strong majority of participants (73%) chose individual
counseling as their first choice of counseling modality over group counseling or family
counseling. The results from examining helpful counseling topics may be beneficial in
understanding this result. Topics rated as more helpful to discuss in individual counseling
than in other forms of counseling tended to be topics more specific to one’s life context,
such as financial concerns. Additionally, the topics involved feelings which may be
perceived more as negative feelings—anxiety, sadness, stress. Topics chosen as most
helpful to discuss in group counseling did not tend to share the same underlying affective
nature. Topics chosen as most helpful for group counseling were related more to asking
other YACS for their advice, experiences, and support rather than sharing negative or
anxious feelings. A YACS’ emotional state and purpose for soliciting counseling may be
more indicative of counseling preference than generally stating that YACS prefer one
counseling modality over others. This study does provide evidence that YACS do not
particularly prefer family counseling or feel that discussing many topics in family
counseling would be helpful.
Predictors of HRQOL Domains
The third purpose of this study was to examine predictors of YACS’ domains of
physical HRQOL, social HRQOL, emotional HRQOL, functional HRQOL, and spiritual
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HRQOL. Hypothesis three predicted that presence of meaning in life would be a positive
predictor of all domains of HRQOL. This part of the third hypothesis was supported in
this study. The results of significant predictors for each domain of HRQOL will be
discussed.
In addition to hypothesizing that meaning in life would predict physical wellbeing, the first sub-hypothesis of hypothesis three (H3a) predicted that medical treatment
status would also predict physical well-being. This sub-hypothesis was fully supported in
this study. Participants who had completed medical treatment unsurprisingly reported
higher levels of physical well-being (Parker et al., 2003). Additionally, currently
identifying as being of a higher SES and reporting higher levels of perceived social
support were significant positive predictors of physical HRQOL. Participants of higher
SES likely have access to better medical care and the resources to pay for medical
treatment to improve their physical well-being (Barton-Burke et al., 2010; Brennan,
2004). The idea that reduced or absent social support is related to lowered physical health
and well-being has been discussed for at least two decades in the literature (House,
Landis, & Umberson, 1988). Therefore, the current finding that higher levels of perceived
social support predict higher levels of physical HRQOL is not unexpected.
The domain of emotional HRQOL was also supported by its sub-hypothesis (H3b)
which predicted the same variables that would be significant positive predictors of
physical HRQOL would also positively predict emotional HRQOL. This sub-hypothesis
was supported in this study—having completed medical treatment and having higher
levels of meaning in life were both predictors of higher levels of emotional well-being.
Although the literature has suggested the time after medical treatment as being one
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presenting emotional challenges (Odo & Potter, 2009; Stanton et al., 2005), perhaps these
challenges are perceived at a different emotional intensity than the emotional challenges
experienced during medical treatment. Additional predictors of higher levels of emotional
HRQOL in this study were higher levels of current SES and higher perceived social
support. Individuals of higher levels of SES tend to experience less emotional distress
than individuals of lower levels of SES in general due to fewer daily concerns about, for
example, hunger, violence, or illness (Wadsworth, 2012). Perceived social support has
been discussed as being related to enhanced emotional well-being and lower levels of
anxiety and depression for adult cancer survivors (Parker et al., 2003); thus, the current
finding that perceived social support positively predicts emotional HRQOL is supported
by past research.
The sub-hypothesis (H3c) that social well-being would be positively predicted by
meaning in life and perceived social support was supported in this study. As expected,
perceived social support was the largest predictor of social well-being. Current SES was
an additional variable that positively predicted social well-being. Participants of higher
levels of SES probably have a higher amount of social capital, defined by Liu (2011) as
“social networks and interpersonal connections” (p. 82). Young adult cancer survivors of
higher levels of SES likely already perceived having social support prior to their cancer
diagnosis. Additionally, they probably find it more feasible to spend time with support
persons than YACS of lower levels of SES; YACS of lower levels of SES may not be
able to spare the time that would be needed for socialization due to financial concerns
about spending money and worries about maintaining employment.
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Functional social support was hypothesized (H3d) to be predicted by having
completed medical treatment and higher levels of meaning in life. This sub-hypothesis
was supported in this study. Additionally, identifying as a higher level of SES and
reporting higher levels of perceived social support were significant predictors of
functional well-being. Participants of higher levels of SES may be better able to locate
and afford resources, or have the social capital to be able to find resources through
networking, to help them achieve a greater level of functionality in their lives (Liu, 2011;
Wadsworth, 2012). Those individuals perceiving higher levels of social support may have
more support persons who can help them attend and participate in activities to help
increase their functional well-being.
Finally the fifth sub-hypothesis (H3e) predicted that race/ethnicity and meaning in
life would predict spiritual well-being. Unfortunately, due to the extreme lack of diversity
within this study’s race/ethnicity variable, that aspect of H3e could not be examined.
Meaning in life was supported as a positive predictor of spiritual well-being, but
considering meaning in life is a component of the concept of spirituality (Visser et al.,
2010), this result is not surprising. Additional significant predictors of spiritual wellbeing were having completed medical treatment and having higher levels of perceived
social support. For YACS who have completed medical treatment, they may feel they
have been given a new chance at life and strive to make their existence meaningful and
purposeful. Lethborg et al.’s (2007) finding with adult cancer survivors that perceived
social support can act as a significant predictor of global meaning may help explain why
higher perceived social support predicted spiritual well-being in this study.
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Due to concerns about conceptual overlap between meaning in life and spiritual
HRQOL in H3e, this study also examined how current SES, medical treatment status,
perceived social support, and presence of meaning in life predict YACS’ level of comfort
derived from religious faith. Presence of meaning in life was the sole positive predictor of
faith. Considering faith was not a central focus of this study, and only 46% of the sample
identified as religious compared to 79% of the sample that identified as spiritual, future
research with a more religious sample of YACS is warranted to better understand how
presence of meaning in life predicts level of faith. Furthermore, additional study is
needed to examine other variables that predict YACS’ level of comfort derived from
religious faith.
Demographic Differences on Study Variables
The fourth purpose of this study was to explore differences on the main study
variables at different levels of the demographic variables included in the study. As in the
previous chapter, a discussion of variable associations among the counseling topic
correlations will be discussed first, followed by a discussion of the results of the chisquare analyses of variable associations and counseling modality preferences, and finally
a discussion of the four MANOVAs exploring differences in the levels of the
demographic variables and the study variables.
Counseling topic correlations. In examining associations between all variables
and the counseling topics, age was negatively correlated in all counseling modalities with
the counseling topics related to concerns with friends, infertility issues, and thoughts
about continuing or resuming education. These topics may be more relevant for YACS in
their twenties than YACS in their thirties for developmental reasons (Arnett, 2000). If
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YACS in their twenties have not yet found a long-term partner, their friends may serve as
an especially integral source of social support. Concerns with friends may be more
troubling for younger YACS than older YACS. Younger YACS may consider receiving
information about fertility preservation as more of an unmet need than older YACS
(Zebrack, 2009). Younger YACS may not have had children yet, whereas older YACS
may already be parents, possibly prompting healthcare professionals to inquire about
older YACS’ desire for additional children more frequently than about younger YACS’
desire for children at all. Finally, younger YACS may be more likely to have been in the
process of obtaining education when they were diagnosed than older YACS (Arnett,
2000), making this counseling topic particularly relevant.
A second demographic variable that had associations with counseling topics in all
three counseling modalities was relationship status. The topic regarding discussing
concerns with one’s partner was correlated with being partnered or in a committed
relationship; the topic of discussing dating concerns was correlated with being single or
not in a committed relationship. These results emphasize the relevance of these relational
issues and concerns for YACS, regardless of counseling modality.
Physical HRQOL was correlated negatively across counseling modalities with the
counseling topics of living day to day and pacing oneself to prevent exhaustion. These
topics could be relevant to discuss with YACS if they are coping with physical challenges
as a result of cancer treatment. Emotional HRQOL was correlated negatively with four
counseling topics across counseling modalities: (a) finding meaning in life, (b) finding
purpose in life, (c) living day to day, and (d) pain and its effect on life. For YACS who
are coping with emotional challenges, inquiring about these topics could be beneficial
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regardless of counseling modality. Considering adult cancer survivors have reported
desiring their physicians to inquire about their emotional well-being (Detmar et al.,
2000), counselors should not be scared to ask about topics that may be related to YACS’
emotional well-being. Discussing pain and its effect on life was also correlated negatively
with functional HRQOL. For someone who is unable to carry out daily tasks as
effectively as in the past, discussing pain and its effect on life may help YACS process
through their reduced level of functionality. Finally, spiritual HRQOL was correlated
positively with the topic of spirituality. In regard to discussing spirituality in counseling,
doing so may prove more beneficial when YACS presently perceive higher levels of
spirituality in their lives. When YACS report struggling with spirituality, other issues
may be contributing to those concerns—perhaps they would be better assisted by talking
about meaning and purpose in life and how those concepts fit into their conceptualization
of spirituality. Of course, counselors should speak with their clients about their needs
rather than simply making assumptions about what would be helpful to discuss, but these
results may provide a framework for theorizing about the counseling needs of clients who
are YACS. Because a number of topics related to domains of HRQOL, these results may
also suggest that discussing certain topics could be beneficial for YACS’ HRQOL.
Patterns arose when examining topics correlated with the demographic study
variables in the different counseling modalities. For individual counseling, counseling
topics tended to be correlated negatively with perceived social support, meaning in life,
or HRQOL. Individual counseling may be more appealing to YACS when they are
experiencing some challenges with perceived social support, meaning in life, or HRQOL.
Positive correlations rarely existed among counseling topics and the study variables in
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individual counseling, with the exception of infertility issues and spirituality. The former
topic was correlated positively with functional HRQOL, and the latter topic was
correlated positively with spiritual HRQOL. In this study, participants may be more
likely to wish to discuss infertility issues in individual counseling when they are doing
well in carrying out their daily tasks and believe they could be successful in raising a
child.
In group counseling, higher levels of meaning in life were correlated with
discussing: (a) concerns with children, (b) what to tell children about one’s situation, (c)
ideas for making memories for children and other family members to have, and (d)
concerns with family members other than children, partner, or immediate family. Perhaps
when YACS perceive higher levels of meaning in life, they are more likely to wish to
discuss such issues about how to approach their children and other family members with
other YACS. Preserving their legacy may seem more relevant and important when they
already perceive having meaning in life. Group counseling may be a beneficial way for
YACS to solicit advice and information about these topics from other YACS’
experiences.
For family counseling, a number of counseling topics were correlated with being
partnered, such as what to tell children about one’s situation, positive thinking, putting
one’s needs before others’ needs, and sexual/intimacy concerns. For YACS who are
partnered or in a committed relationship, they may wish to discuss these concerns in
family or couples counseling so others’ voices can be heard and considered in discussion.
However, because family counseling was chosen as the least popular counseling modality
preference, counselors should be cautious in assuming that partnered YACS would want
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to discuss these concerns with their partner. Sometimes, they may not want to burden
their partner with their feelings about these topics and would just like to discuss these
concerns individually (MacCormack et al., 2001).
Counseling modality preferences. Chi-square analyses indicated that differences
existed for relationship status across all three choices for counseling modalities. Although
a majority of both single YACS and partnered YACS selected individual counseling as
their first choice, a higher frequency of single YACS selected individual counseling
compared to partnered YACS. Further examination of YACS’ second and third choices
indicated additional differences between groups. Of YACS selecting individual
counseling as their second choice, a higher frequency of participants was partnered
versus single. Of YACS selecting group counseling as their second choice, a higher
frequency of participants was single versus partnered. Finally, of participants who
selected group counseling as their third choice, a higher frequency identified as partnered
versus single; of participants who selected family counseling as their third choice, a
higher frequency identified as single versus partnered.
These results may suggest that YACS who are partnered perceive less of a need
for group counseling than YACS who are single; similarly, YACS who are single may
perceive less of a need for family counseling than YACS who are partnered. Young adult
cancer survivors who are partnered or in a committed relationship may be more likely to
have children—thus suggesting a greater need or desire for family counseling than for
group counseling—than YACS identifying as single or not in a committed relationship.
Single participants may perceive more of a need for immediate social support in group
counseling than partnered participants who may receive immediate social support more
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frequently in their daily lives from their partner. Relationship status appears to be an
important variable in understanding YACS’ preferences for selecting counseling
modality.
Group differences across study variables. Four MANOVAs were conducted to
explore differences between levels of gender, relationship status, medical treatment
status, and current SES on perceived social support, meaning in life, physical HRQOL,
social HRQOL, emotional HRQOL, functional HRQOL, and spiritual HRQOL. No
differences existed between male and female participants on these study measures.
Results demonstrated that levels of perceived social support, meaning in life, and social
HRQOL reported by YACS were higher among those who were partnered or in a
committed relationship compared to those who were single or not in a committed
relationship. Although simply having social relationship in one’s life does not always
translate to the perception of having social support (Chronister et al., 2009), YACS in the
current study who were partnered did report a greater feeling of having support from
others when needed as well as an overall sense of social well-being. Partnered YACS
may have reported higher levels of meaning in life in part because their intimate
relationships provide their lives with meaning; Arnett (2000) spoke to the importance
exploring intimate partnerships during young adulthood and a positive committed
relationship with a partner may be especially meaningful for YACS (Uecker, 2012).
These results suggest that YACS who are not in a committed relationship may benefit
from resources that can help them find ways to feel more connected with others.
Differences in mean levels of the study variables across levels of medical
treatment status existed as well. Participants who had completed medical treatment
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reported higher levels of physical HRQOL, emotional HRQOL, functional HRQOL, and
spiritual HRQOL. Matthews et al. (2012) reported an association for adult cancer
survivors between a longer duration of time since diagnosis and higher levels of physical
well-being. Naturally, YACS who are no longer receiving medical treatments such as
radiation or chemotherapy likely have higher levels of physical well-being as their bodies
recover from treatment. Similarly, as YACS are able to successfully return to their daily
activities, they may experience higher levels of functional HRQOL. Participants in this
study who had completed medical treatment reported higher levels of emotional HRQOL
than those still receiving medical treatment, but that is not to say they may not have still
been experiencing emotional challenges. Odo and Potter (2009) discussed that YACS
may not start to process their feelings related to having been diagnosed with cancer and
how it changed their view of life until they are more certain that they are going to survive
treatment. The authors mentioned that the transition from receiving medical treatment to
having completed medical treatment can be emotionally difficult. Although YACS who
have completed medical treatment may report less intense levels of negative emotions
than YACS receiving medical treatment, they do cope with different emotional
experiences that need to be validated by counselors and healthcare professionals. For
example, YACS receiving medical treatment may experience fear about not living
through treatment and that may be an intense daily fear. After medical treatment, YACS
may still experience fear but it may be for different reasons. Young adult cancer
survivors may live in fear of a future cancer recurrence, but that fear may feel less intense
with greater duration of time since completing medical treatment. Regarding higher
reported levels of spiritual HRQOL among YACS who have completed medical
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treatment, Stanton et al. (2005) discussed that one important task for cancer survivors
completing medical treatment is to address new life perspectives in addition to addressing
emotional concerns, physical changes, and coping with fluctuations in social support.
These new life perspectives could take the form of reevaluating how one makes sense of
the world and one’s role within society. As YACS reflect on their view of the world and
their priorities, they may experience higher levels of spiritual HRQOL. The findings of
the current study demonstrate that YACS currently receiving medical treatment perceive
lower levels of well-being across different domains relative to YACS who have
completed medical treatment. Detmar et al.'s (2000) findings that cancer survivors and
their physicians are not always discussing these HRQOL issues together illustrate the
importance of increasing awareness about psychosocial issues relevant to YACS
completing medical treatment so they do not go unaddressed.
Finally, differences on the mean levels of the study variables existed across
current SES. For meaning in life, physical HRQOL, social HRQOL, emotional HRQOL,
functional HRQOL, and spiritual HRQOL, YACS of higher levels of SES reported higher
mean levels of these psychosocial variables. Perceived social support was the only
variable that did not significantly differ across levels of SES. The pattern for YACS of
higher levels of SES to report higher mean levels on most study variables than YACS of
lower levels of SES is concerning. Challenges often faced by cancer survivors of lower
levels of SES may include: (a) a lack of access to quality medical care, (b) a lack of
financial means to afford medical treatment, (c) a lack of reliable and affordable
transportation, (d) a lack of local healthy food options, (e) a lack of safe and comfortable
housing, and (f) a lack of flexibility in work schedule (Barton-Burke et al., 2010;

129
Brennan, 2004). Liu (2011) discussed similar difficulties faced by individuals of lower
levels of SES in the general population. Freeman (2003) stated that poverty is a leading
contributor to lower levels of health for adult cancer survivors. The presence of obstacles
to obtaining quality medical and counseling services (Brennan, 2004) may prevent YACS
of lower levels of SES from seeing counselors and other healthcare professionals for help
with meaning in life and HRQOL. The findings of this study are clear that YACS of
lower levels of SES are a group in need of resources for addressing their psychosocial
well-being.
Limitations
One of the first limitations of this study relates to the six participants in the study
who were deemed to be either univariate (n = 3) or multivariate outliers (n = 3) on the
study variables of perceived social support, meaning in life, or one of the HRQOL
domains. These participants cannot be followed-up with to provide psychosocial
resources. Although the informed consent (see Appendix K) provided two resources for
YACS’ psychosocial well-being, no way exists to confirm that participants noted these
resources and considered their use. Providing these resources at the end of the survey, as
well as in the informed consent, could have been beneficial in reminding participants of
existing resources specifically for cancer survivors that could be affordable.
A second limitation is how relationship status was defined in this study. In this
study, participants could only select from two options in defining their relationship
status—(a) single or not in a committed relationship or (b) partnered or in a committed
relationship. These two options do not clearly capture YACS who are separated or
divorced within the category of being single. Perhaps YACS who have never been
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married report different levels of well-being than YACS who have previously been
married. Kirchhoff et al. (2012) explored the frequency of different marital statuses (i.e.,
currently married, ever married, and divorced/separated) of YACS ages 20 to 39 (n =
1,198) as compared to similarly-aged healthy peer controls (n = 67,063). Kirchhoff et al.
found that YACS were 8% less likely to be currently married than controls (p = .04), and
they were 77% more likely to be separated or divorced among all participants who
reported ever having been married (p < .001). Overall, YACS were more likely to be
separated or divorced than similarly-aged peer controls. Although Kirchhoff et al. did not
include participants who had never been married, the authors’ findings illustrate the
frequency of separation and divorce among YACS. The current study did not provide the
opportunity for YACS who are separated or divorced to identify themselves as such
outside of identifying as single. This may aid understanding of YACS’ relational context
and how it relates to the study variables.
Furthermore, a limitation of this study was mono-operation bias. Because only
one measure was used to measure each outcome variable in this study, construct validity
for each variable may have been under-represented. Adding additional measures to the
survey to assess the outcome variables in different ways would have made the survey
longer to complete and may have increased the number of individuals who did not
complete the survey. Mono-method bias also poses a limitation to this study. Monomethod bias exists in this study because a self-report survey was used to assess every
outcome variable. With this being a confidential online survey, avoiding mono-method
bias would be challenging. Future studies including in-person interviews as well as a
survey, or perhaps a survey from healthcare professionals or support persons in addition
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to a survey completed by YACS, could be strategies to reduce mono-method bias in
future studies.
Attempts were made to control for threats to this study. For example, to control
for participants completing the survey more than once (Schonlau et al., 2002), the survey
was limited to only being able to be completed once per internet protocol address.
Although a participant could have chosen to complete the survey on a different computer,
by having the monetary amount of the potential incentive not be significantly large, there
was less motivation to do so.
A second potential threat could have been individuals completing the survey who
did not meet inclusion requirements such as not being between the ages of 18-39, not
having been initially diagnosed with cancer between the ages of 18-39, not currently
residing in the United States, or never having been diagnosed with cancer. Although
impossible to completely control for this threat, certain attempts to control for it were
made. For example, the online survey included questions which asked participants to
answer questions related to these inclusion criteria. If they chose an answer that fell
outside of these inclusion criteria (e.g., identifying as being diagnosed with cancer
between the ages of 12-17 or never having been diagnosed with cancer), the survey was
programmed to direct participants out of the survey, thank them for their time, and ask
them to forward information about the survey to YACS who would meet inclusion
criteria. In completing the demographic questions, participants were asked to enter their
current age and age at diagnosis in separate textboxes in the survey. These ages were
reviewed during data cleaning to assess for whether participants met inclusion criteria.
An additional way to attempt to control for this threat could have been to explicitly state
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in the informed consent the importance of not participating if one does not meet inclusion
criteria. Although this could be beneficial, there is no way to evaluate for certain whether
participants thoroughly read the informed consent.
A third potential limitation that was controlled for was systematic order effects.
The items on the counseling needs assessments were randomized so responses to
previous items did not influence participants’ responses on subsequent items in a similar
manner for all participants. Depending on the survey, participants saw various orders of
items on the counseling needs assessments. Similarly, the presentation order of the three
counseling needs assessments (i.e., one for each counseling modality), the MOS to
measure perceived social support, the MLQ to measure presence of meaning in life, the
FACIT-Sp12 to measure spiritual HRQOL, and the FACT-G to measure the four other
HRQOL domains were randomized so they did not appear in the same order for each
participant. This helped to protect against systematic order effects so participants did not
all go through the survey primed in the same way to think about certain items or topics.
Finally, although self-selection is a known limitation of online survey research
(Gosling et al., 2000), including numerous recruitment sites, encouraging snowball
sampling, and contacting professional contacts were attempts to reach a diverse sample of
YACS. Although this study cannot calculate a response rate due to using an online survey
with a convenience sample (Lyons et al., 2005), such a calculation would be difficult to
calculate even if using a paper version of the survey with a convenience sample. For this
study, the advantages to being able to access a difficult-to-locate subgroup of the
population (i.e., YACS) outweighed the potential limitations presented by using an online
survey with convenience sampling.
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Implications for Counselors
This study has numerous implications for counselors. One implication relates to
the limited availability of counseling groups for YACS who were initially diagnosed with
cancer in young adulthood. Of the study participants who had looked for a local group
created specifically for YACS (66%), only 49% were successful in locating a local group.
Participants may then turn to the internet to find support, but even then, they may not be
successful in locating the type of support they need (Cohen, 2011). More local counseling
groups for YACS led by counselors who understand their psychosocial concerns are
needed. The topics reported in this study as being most helpful for YACS to discuss in
group counseling—finding social support and getting information about one’s medical
situation—may be useful for counselors to consider when developing groups that YACS
would find appealing.
Similar to the need for developing group counseling opportunities for YACS is
the need to advocate for and increase awareness of the potential benefits of group
counseling. Carlson and Bultz (2003) reviewed the literature about the advantages of
different modalities of psychosocial services for adult cancer survivors. The authors
summarized that group counseling interventions appear to lead to positive outcomes for
cancer survivors. This may be due to participants experiencing feelings of universality
with one another—feeling that they are not alone in their experiences (Yalom & Leszcz,
2005). Young adult cancer survivors have expressed the need to connect with other
YACS who can relate to their experience, but they often experience difficulties meeting
them (Kent et al., 2012). Although this need to socially connect and share a common
understanding of experiences is present, YACS may be hesitant to join group counseling
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with other YACS due to a lack of understanding about what is occurs in group
counseling. In Helgeson and Cohen's (1996) review of the literature about social support
and how it affects coping after a cancer diagnosis, the authors summarized that
interventions that are more psychoeducational by design appear more psychologically
beneficial than interventions characterized by discussion about feelings. The results of the
current study about YACS’ preferences for discussion topics within group counseling are
consistent with Helgeson and Cohen’s conclusion. In the current study, YACS rated
discussing finding social support and getting information about one’s medical situation as
significantly more helpful to discuss in group counseling than individual or family
counseling. As counselors develop more opportunities for YACS to participate in group
counseling with other YACS, they should emphasize not only the potential benefits of the
group but also be transparent about the psychoeducational or affective focus of the group.
If YACS become more aware that group counseling can act as a beneficial source of
social support with others who share a common experience, and are more aware of what
group counseling would and would not look like, YACS’ preference for group counseling
may increase.
Additionally, since participants in this study selected individual counseling as
their first choice for counseling modality, counselors need to also familiarize themselves
with what YACS may want to discuss in individual counseling. This study can aid
counselors in formulating hypotheses for what YACS may perceive as beneficial in
different counseling modalities. Counselors may want to start by examining relevant
developmental concerns related to the five counseling topics YACS in this study rated as
being most helpful to discuss in individual counseling: (a) anxiety, (b) finances, (c) sad
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feelings, (d) sexual/intimacy concerns, and (e) stress management. Understanding these
topics within the context of having received a cancer diagnosis as a young adult would
benefit counselors working individually with YACS. Additionally, having clients
complete the two HRQOL measures used in this study during intake would provide
counselors with an understanding of different aspects of their clients’ current level of
well-being.
The literature has suggested that YACS’ emotional well-being may be negatively
affected after completing treatment (Brennan, 2004). They may experience increased fear
about ceasing frequent visits with their doctors and about possible recurrences.
Completing medical treatment may not be entirely perceived as a positive experience.
Although the participants in this study who had completed treatment tended to report
higher levels of emotional well-being than participants currently receiving treatment, this
study cannot conclude whether emotional well-being increases or declines after
completing treatment because this study used a cross-sectional design. Whether the
reported level of emotional well-being increases or declines after treatment completion,
YACS may experience different kinds of emotional concerns across the cancer treatment
continuum. Counselors need to inquire about YACS’ emotional well-being regardless of
medical treatment status and not be too quick to assume the time after treatment
completion is entirely a positive experience emotionally. In addition to feeling scared
about a potential recurrence, YACS may also struggle with support persons expecting
their life to return to “normal” and not being as emotionally available as they were during
treatment (Odo & Potter, 2009). Any healthcare or counseling professional working with
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YACS should be certain to initiate a discussion with them about their emotional wellbeing and how it may have changed since the initial cancer diagnosis.
Regarding relationship status, counselors should be cautious about making the
assumption that YACS who are partnered or otherwise in a committed relationship
perceive having adequate social support. Simply having a partner may not equate to that
partner being a quality source of social support (Chronister et al., 2009; Kirchhoff et al.,
2012), and so asking about the nature and quality of one’s partnership is crucial.
Gathering context about YACS’ environments and relationships is imperative for
counselors. Although this study may help counselors predict and understand potential
concerns YACS could find helpful to discuss in counseling, general assumptions should
be avoided.
Finally, counselors and other professionals need to especially focus on YACS of
lower levels of SES. Lower levels of SES were consistently related in this study to
predicting lower levels of physical HRQOL, emotional HRQOL, social HRQOL, and
functional HRQOL. Examining mean levels on the study variables across SES groups
resulted in YACS of lower levels of SES reporting lower levels of meaning in life and
lower levels in all five domains of HRQOL. Socioeconomic status has infrequently been
used as a primary study variable of interest in the counseling literature (Liu, 2011; Taylor
et al., 2012). Much room exists for further exploration of SES and how it relates to
YACS’ counseling needs, meaning in life, and HRQOL. Counselors need to make certain
to ask their clients, especially those identifying as lower levels of SES, about their wellbeing in the various HRQOL domains as well as what they would find beneficial to
discuss in counseling.
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Recommendations for Future Research
Perhaps one of the largest recommendations for future research is to explore other
means for obtaining diversity in the variables of race/ethnicity and sexual orientation.
Building strong connections with cancer survivor organizations focusing on
races/ethnicities other than Caucasian/White and cancer survivor organizations focusing
on sexual orientations other than heterosexual will be critical in better understanding
YACS who identify in other ways besides Caucasian/White or heterosexual. Building
strong connections by phone or in-person may prove more successful for recruitment
efforts than building these connections by email or through social media interactions.
In addition to building connections with cancer survivor organizations through
more interpersonal methods, researchers should also consider alternative routes for
recruiting YACS in research. The current study, as well as past studies (Taylor &
Kashubeck-West, 2012a, 2012b; Zebrack, 2008, 2009), have recruited participants
through cancer organizations’ online social media websites. Future researchers should
also attempt to recruit YACS through hospitals, cancer support organizations, and
professionals in the community. A future study comparing the reported levels of
perceived social support, meaning in life, and HRQOL among YACS who do and do not
choose to access online cancer support resources would help counselors further their
understanding of YACS’ psychosocial needs.
Future research should be certain to inquire about how participants currently
define their level of SES. Researchers could consider using a measure of SES, such as the
Hollingshead Four Factor Index of Social Status (Hollingshead, 1975) or The MacArthur
Scale of Subjective Social Status (Adler & Stewart, 2007). As this study demonstrated,
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SES is an important variable in understanding YACS’ levels of HRQOL. More research
is needed to better understand how current SES is related to other aspects of YACS’
psychosocial well-being. Seemingly, online survey research is an appropriate way to
recruit YACS of lower levels of SES into research projects, much like Gosling et al.
(2000) suggested.
Future researchers should also provide additional options for participants in
describing their relationship status. Including the option of identifying as separated or
divorced is crucial for future research considering the relatively higher frequency of
YACS to be separated or divorced than similarly-aged peers with no history of cancer
(Kirchhoff et al., 2012). In addition to providing additional relationship status options,
future researchers should also include a measure of relationship quality for participants
identifying as currently being in a relationship. Doing so would provide a clearer picture
of how partnered YACS perceive the nature and quality of their intimate relationship and
whether it is a positive source of perceived social support.
Researchers categorizing YACS who have completed medical treatment into
different groups based on duration of time since completing medical treatment would also
be beneficial. Although the results of the current study demonstrated that YACS who
have completed medical treatment tend to report higher levels of physical HRQOL,
emotional HRQOL, functional HRQOL, and spiritual HRQOL, the transition from
currently receiving medical treatment to treatment completion may lead to a reduction in
social support as YACS’ support persons expect them to return to ‘normal’ after
treatment (Hauken et al., 2013; Stanton et al., 2005) or anxiety and depression about a
potential recurrence or about having survived longer than other YACS they may have
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known during treatment (Rabin et al., 2011; Rowland, 2008). Young adult cancer
survivors who have been finished with medical treatment for a shorter duration of time
may experience different levels of psychosocial well-being than YACS who have been
finished with medical treatment for a longer duration of time. Future researchers should
explore YACS’ counseling and psychosocial needs related to time since medical
treatment completion to provide counselors with information about how YACS’ needs
may differ across the medical treatment trajectory.
Although Taylor and Kashubeck-West (2012a) did not find significant differences
between emerging adults (i.e., YACS between the ages of 18 and 29 years old) and young
adults (i.e., YACS between the ages of 30 and 39 years old), this study found differences
by age in the correlations with counseling topics in the different counseling modalities.
Being a young adult cancer survivor of a younger age tended to correlate with more
counseling topics than being of an older age in this study. Although Taylor and
Kashubeck-West’s quantitative study did not find significant differences between age
groups, a qualitative study exploring counseling topics in depth with YACS of different
ages may be beneficial in better understanding their developmental psychosocial needs.
Utilizing qualitative research methods may be especially helpful for future
researchers (Kent et al., 2012) in continuing to explore YACS’ preferences for counseling
topics in different counseling modalities as well as domains of their HRQOL.
Researchers could incorporate the counseling topics included in this study in their
interview questions to further explore these psychosocial areas as well as to discover
additional helpful counseling topics. Inquiring about the results of the counseling
modality preferences chi-square analyses in a qualitative study could also serve to further
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understanding about the contexts behind selecting one modality over another.
Relationship status and counseling modality preferences, especially, would be an
interesting topic for future qualitative study. Exploring emotional HRQOL would lend
itself well to qualitative interviews. Researchers could include the counseling topics
reported as correlated with emotional HRQOL in their interview questions to better
understand how YACS experience and conceptualize these topics. Qualitatively
exploring the topics correlated with emotional HRQOL with YACS of different medical
treatment statuses could also reveal interesting themes regarding how emotions may
fluctuate during and after medical treatment.
Finally, research further exploring how counseling can increase HRQOL of
YACS would be a significant contribution to the literature. Because an experimental or
quasi-experimental research design would be necessary to interpret whether counseling
causes an increase in HRQOL, conducting such a research study would be complex and
costly. This study found that various counseling topics may be associated with domains
of HRQOL in either a positive or negative direction, so the potential exists for an
experimental or quasi-experimental research design to have significant findings. A
research study following up on these results to examine whether discussion of certain
topics can increase YACS’ domains of HRQOL would greatly benefit the development of
psychosocial services for YACS.
Conclusion
The purpose of this study was to examine counseling needs, counseling
preferences, and HRQOL of YACS. This study resulted in findings clarifying topics
YACS would find helpful to discuss in individual counseling, group counseling, and
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family counseling. Additionally, the study found that YACS prefer individual counseling
as their first choice for counseling modality. This study also found that perceived social
support, meaning in life, current SES, and medical treatment status were significant
predictors of different domains of HRQOL. Finally, the study reported that differences
existed on the main study variables at different levels of the demographic variables.
Additional exploration and clarification about these findings is needed, but this study
provides a strong foundation for understanding YACS’ counseling needs, preferences for
counseling modalities, and HRQOL.
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Appendix A: Organizations Contacted to Post Solicitation for Recruitment on Social
Media Website(s)
Organization
15-40
Connection
3 Little Birds
for Life

Website
http://www.15-40.org/

Facebook
https://www.facebook.com
/1540connection
https://www.facebook.com
/pages/3-Little-Birds-4Life/165418566886226
https://www.facebook.com
/apincsn

Twitter
https://twitter.com/1540Con
nection
https://twitter.com/3LittleBi
rds4L

Asian and
Pacific
Islander
National
Cancer
Survivors
Network
Ball Cancer
Sucks
Cancer and
Careers

http://www.apiahf.org/p
rograms/chronicdiseases/api-nationalcancer-survivorsnetwork

https://twitter.com/BallCanc
erSucks
https://twitter.com/CancerA
ndCareer

http://www.cancercare.o
rg/tagged/young_adults

https://www.facebook.com
/BallCancerIsNotFunny
https://www.facebook.com
/CancerandCareers?ref=ts
&fref=ts
https://www.facebook.com
/cancercare?ref=ts&fref=ts

Cancer
Care—
Young
Adults
Cancer Has
Cancer
Cancer
Support
Community
Critical Mass

http://www.cancerhasca
ncer.org/
http://www.cancersuppo
rtcommunity.org/

https://www.facebook.com
/cancerhascancer
https://www.facebook.com
/CancerSupportCommunity

https://twitter.com/cancerha
scancer
https://twitter.com/CancerS
upportCm

http://criticalmass.org/

https://www.facebook.com
/CriticalMass
https://www.facebook.com
/pages/CuckFancer/317241951629985
https://www.facebook.com
/dearjackfoundation
https://www.facebook.com
/FDAdventure
https://www.facebook.com
/FriendForLifeCancerSupp
ortNetwork
https://www.facebook.com
/hopefortwo
https://www.facebook.com

https://twitter.com/heycritic
almass
https://twitter.com/cuck_fan
cer

Cuck Fancer

http://cuckfancer.com/

Dear Jack
Foundation
First
Descents
Friend for
Life

http://www.dearjackfou
ndation.com/
http://firstdescents.org/

Hope for
Two
Hope for

http://www.pregnantwit
hcancer.org/
http://www.hope4yawc.

http://3littlebirds4life.or
g/

http://ballcancersucks.co
m/
http://www.cancerandca
reers.org/en

http://www.friend4life.o
rg/

https://twitter.com/CancerC
are

https://twitter.com/dearjack
hq
https://twitter.com/firstdesce
nts
https://twitter.com/fflcancer
sprt
https://twitter.com/HopeFor
TwoPWCN
https://twitter.com/hope4ya
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Young
Adults with
Cancer
I Had Cancer
Imerman
Angels
Leukemia
and
Lymphoma
Society
Leukemia
and
Lymphoma
Society—
Gateway
Chapter
Livestrong
Young Adult
Alliance

Malecare
mAssKickers
Mercy
Young Adult
Cancer
Survivors
(YACS)
Program
National
Ovarian
Cancer
Coalition
Norris Cotton
Cancer
Center
Rise Above
It
SeventyK

org/

/Hope4YAWC

wc

http://www.ihadcancer.c
om/
http://imermanangels.or
g/index.php
http://www.lls.org/

https://www.facebook.com
/ihadcancer
https://www.facebook.com
/ImermanAngels?ref=ts
https://www.facebook.com
/LLSforacure

https://twitter.com/ihadcanc
er
https://twitter.com/imerman
angels
https://twitter.com/llsusa

http://www.lls.org/about
lls/chapters/gat/

https://www.facebook.com
/gatewaylls

https://twitter.com/Gateway
LLS

http://www.livestrong.or https://www.facebook.com
g/What-We-Do/Our/livestrong
Actions/ProgramsPartnerships/LIVESTR
ONG-Young-AdultAlliance
http://malecare.org/
https://www.facebook.com
/prostatecancerunder50
http://www.masskickers. https://www.facebook.com
org/wp/about-us/
/mAssKickers
http://www.mercy.net/y http://www.facebook.com/
acs
groups/Mercy.YACS

https://twitter.com/LIVEST
RONG

http://www.ovarian.org/

https://www.facebook.com
/noccnational?ref=ts

https://twitter.com/NOCC_
National

http://cancer.dartmouth.
edu/support_services/yo
ung_adult_cancer_survi
vor_group.html
http://www.raibenefit.or
g/

https://www.facebook.com
/dartmouthcancer

https://twitter.com/CancerD
artmouth

https://twitter.com/Malecare
https://twitter.com/mAssKic
kers
N/A

https://www.facebook.com https://twitter.com/Rise_Ab
/pages/Rise-Above-Itove_It
RAI/100733823354965
http://www.seventyk.org https://www.facebook.com https://twitter.com/seventyk
/pages/SeventyK/11755743

168

Sharsheret
Single
Jingles
Testicular
Cancer
Awareness
Foundation
Sisters
Network
Stupid
Cancer
Sy’s Fund
Tamika and
Friends
Testicular
Cancer
Awareness
Foundation
Testicular
Cancer
Society
The Cassie
Hines Shoes
Cancer
Foundation
The Colon
Club
The National
LGBT
Cancer
Project
The
SAMFund
for Young
Adult
Survivors of
Cancer
The Steven
G. AYA
Cancer
Research
Fund

6590?ref=ts&fref=ts
http://www.sharsheret.or https://www.facebook.com
g/
/sharsheret.org?ref=ts&fref
=ts
http://singlejingles.org/
https://www.facebook.com
/SingleJingles

http://www.sistersnetwo
rkinc.org/
http://stupidcancer.com/

https://twitter.com/Sharsher
et
https://twitter.com/singlejin
gles

https://twitter.com/sistersnet
work
https://twitter.com/StupidCa
ncer
https://twitter.com/sysfund

http://tamikaandfriends.
org/
http://testicularcanceraw
arenessfoundation.org/

https://www.facebook.com
/sistersnetworkinc
https://www.facebook.com
/stupidcancer
https://www.facebook.com
/sys.fund
https://www.facebook.com
/TamikaandFriends
https://www.facebook.com
/tca.org

http://www.testicularcan
cersociety.org/

https://www.facebook.com
/testicularcancersociety

https://twitter.com/TCSociet
y

http://www.cassiehiness
hoescancer.org/

https://www.facebook.com
/TheCassieHinesShoesCan
cerFoundation

https://twitter.com/CASSsh
oescancer

http://sysfund.org/

https://twitter.com/tandherfr
enz
https://twitter.com/TCAFinf
o

http://www.colonclub.co https://www.facebook.com
m/
/colonclub
http://lgbtcancer.com/
https://www.facebook.com
/LGBTCancerProject

https://twitter.com/TheColo
nClub
https://twitter.com/LGBTCa
ncer

http://www.thesamfund.
org/

https://twitter.com/TheSAM
Fund

https://www.facebook.com
/TheSAMFund

http://www.2013.fightco https://www.facebook.com
nquercure.org/
/pages/The-Steven-GAYA-Cancer-ResearchFund/119900081407578

https://twitter.com/stevegfu
nd
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The Ulman
Cancer Fund
for Young
Adults
Thyroid
Cancer
Survivors’
Association
Would you
Like Your
Cancer
YACS of
Atlanta
Young
Adults
Taking a
Stand
Against
Cancer
Young
Survival
Coalition
Young
Women’s
Breast
Cancer
Program

http://www.ulmanfund.o https://www.facebook.com
rg/Home.aspx
/ulmancancerfund

https://twitter.com/ulmanca
ncerfnd

http://www.thyca.org/

https://www.facebook.com https://twitter.com/ThyCaIn
/pages/THYCA/231492537 c
404?ref=mf

http://www.wouldyoulik
eyourcancer.com/home.
php
http://www.yacsatlanta.
org/
http://www.yatsagainstc
ancer.org/

https://www.facebook.com
/wouldyoulikeyourcancer

https://twitter.com/Official
WYLYC

https://www.facebook.com
/YACSAtlanta
https://www.facebook.com
/YATSAgainstCancer

https://twitter.com/yacsatlan
ta
N/A

http://www.youngsurviv
al.org/

https://www.facebook.com
/youngsurvivalcoalition

https://twitter.com/YSCBU
ZZ

http://www.siteman.wus
tl.edu/ywbcp.aspx

https://www.facebook.com
/YWBCP

https://twitter.com/YWBCP
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Appendix B: Demographic Form
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173
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Appendix C: Counseling Needs Assessment Items
1.
2.
3.
4.
5.
6.

Accepting the new ‘normal’
Alcohol or drug use
Anxiety
Being accepted by others
Concerns with child(ren)
Concerns with family members other than partner, parent(s), sibling(s), or
child(ren)
7. Concerns with friend(s)
8. Concerns with parent(s)
9. Concerns with partner
10. Concerns with sibling(s)
11. Creating a memorable document of your life for yourself
12. Creating a memorable document of your life to share with loved ones
13. Dating concerns
14. Finances
15. Finding meaning in life
16. Finding purpose in life
17. Finding social support
18. Finding/making meaning from your diagnosis
19. Getting information about your medical situation
20. How and what to tell your child(ren) about your situation
21. Infertility issues
22. Insurance issues
23. Job situation
24. Living day to day
25. Making memories for your child(ren)/partner/family to have
26. Negative self-talk
27. Pacing yourself to prevent exhaustion
28. Pain and its effect on your life
29. Positive thinking
30. Putting your own needs before others' needs
31. Sad feelings
32. Sexual/intimacy concerns
33. Spirituality
34. Stress management
35. Talking more effectively with healthcare professionals regarding your physical
condition
36. Thoughts about continuing/resuming education
37. Trusting the doctor
38. Will/advanced directive concerns
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Appendix D: The Medical Outcomes Study Social Support Survey
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Appendix E: Permission to use Medical Outcomes Study Social Support Survey

181
Appendix F: Meaning in Life Questionnaire

182
Appendix G: Permission to Use the Meaning in Life Questionnaire

183
Appendix H: Functional Assessment of Chronic Illness Therapy-Spiritual

184
Appendix I: Permission to use Functional Assessment of Cancer Therapy-General and
Functional Assessment of Chronic Illness Therapy-Spiritual

185
Appendix J: Functional Assessment of Cancer Therapy-General

186
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Appendix K: Informed Consent Form
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Table 1
Characteristics of Study Participants (N = 320)
Frequency (%)a
Sex
Male

45 (14.1)

Female

275 (85.9)

Current Age (years)
Mean = 31.17
Standard Deviation = 5.14
Range = 18-39
Race/Ethnicityb
Caucasian/White

279 (87.2)

African American/Black

10 (3.1)

Asian American

11 (3.4)

Hispanic/Latina(o)

28 (8.8)

Native American

3

(0.9)

Other

5

(1.6)

Relationship Status
Single/Not in a Committed Relationship

101 (32.0)

Partnered/In a Committed Relationship

215 (68.0)

Current Socioeconomic Status
Lower Class/Working Class

52 (16.3)

Lower Middle Class

73 (22.9)
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Middle Class

148 (46.4)

Upper Middle Class

42 (13.2)

Upper Class

4

(1.3)

Family Socioeconomic Status During Childhood
Lower Class/Working Class

38 (11.9)

Lower Middle Class

69 (21.6)

Middle Class

152 (47.5)

Upper Middle Class

57 (17.8)

Upper Class

4

(1.3)

Sexual Orientation
Heterosexual

297 (94.3)

Bisexual

12 (3.8)

Gay/Lesbian

6

(1.9)

Not Yet Started Treatment

2

(0.6)

Currently Receiving Medical Treatment

92 (28.8)

Completed Medical Treatment

224 (70.2)

Medical Treatment Status

Declined All Medical Treatment
Months Since Completing Medical Treatment, If Applicable
Mean = 32.68
Standard Deviation = 36.31
Range = 0-192
Highest Level of Education

1

(0.3)
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Did Not Complete High School

1

(0.3)

Completed High School/GED

13 (4.1)

Some College

77 (24.1)

Obtained Undergraduate Degree

122 (38.2)

Some Graduate School

31 (9.7)

Obtained Master’s Degree

63 (19.7)

Obtained a Doctorate

12 (3.8)

Occupational Status
Employed

211 (66.1)

Unemployed

53 (16.6)

Medical Leave/Disability

55 (17.2)

Parental Status
Yes

116 (36.3)

No

204 (63.8)

Number of Children, if a Parent
1

42 (40.8)

2

44 (42.7)

3

11 (10.7)

4

5

(4.9)

5

1

(1.0)

Spiritual Person
Yes

249 (79.0)

No

66 (21.0)
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Religious Person
Yes

145 (45.7)

No

172 (54.3)

Age at Initial Cancer Diagnosis (years)
Mean = 27.76
Standard Deviation = 5.34
Range = 18-38
Stage/Grade Initial Cancer Diagnosis
0

23 (7.5)

1

75 (24.5)

2

108 (35.3)

3

70 (22.9)

4

30 (9.8)

Initial Cancer Diagnosisb
Appendiceal Neuroendocrine

1

(0.3)

Bone

4

(1.3)

Brain

50 (15.6)

Breast

92 (28.8)

Carcinoid

1

(0.3)

Cervical

6

(1.9)

Colorectal

9

(2.8)

Gestational Trophoblast

1

(0.3)

Head and Neck

3

(0.9)
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Hodgkin’s Lymphoma

33 (10.3)

Kidney

1

Leukemia

25 (7.8)

Lung

2

(0.6)

Lymphoma

1

(0.3)

Melanoma

2

(0.6)

Non-Hodgkin’s Lymphoma

21 (6.6)

Ovarian

7

(2.2)

Pancreatic

4

(1.3)

Pelvic Lymph Nodes

1

(0.3)

Sarcoma

8

(2.5)

Skin

2

(0.6)

Spine

1

(0.3)

Stomach

2

(0.6)

Testicular

17 (5.3)

Thyroid

31 (9.7)

Uterine

5

(0.3)

(1.6)

Recurrence
Yes

69 (22.2)

No

242 (77.8)

Age at Recurrence (years), if Applicable
Mean = 30.00
Standard Deviation = 5.44
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Range = 19-38
Years Between Initial Diagnosis and Recurrence, if Applicable
Mean = 2.06
Standard Deviation = 1.88
Range = 0-10
Stage/Grade Recurrence, if Applicable
0

7 (10.8)

1

17 (26.2)

2

13 (20.0)

3

10 (15.4)

4

18 (27.7)

Recurrence Cancer Diagnosisb, if Applicable
Bone

3

(4.3)

Brain

16 (23.2)

Breast

9 (13.0)

Cervical

4

(5.8)

Colorectal

2

(2.9)

Hodgkin’s Lymphoma

8 (11.6)

Leukemia

7 (10.1)

Liver

1

(1.4)

Lung

1

(1.4)

Non-Hodgkin’s Lymphoma

1

(1.4)

Ovarian

4

(5.8)
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Pancreatic

1

(1.4)

Paraganglioma

1

(1.4)

Sarcoma

2

(2.9)

Skin

1

(1.4)

Testicular

3

(4.3)

Thyroid

8 (11.6)

Received Counseling Since Initial Cancer Diagnosis
Yes

159 (50.2)

No

158 (49.8)

Tried Finding a Local, In-Person Support Group for Young Adult Cancer Survivors
Yes

210 (66.2)

No

107 (33.8)

Successful in Finding a Local, In-Person Support Group for Young Adult Cancer
Survivors, if Applicable
Yes

103 (49.0)

No

107 (51.0)

a

Totals do not equal 320 due to missing data

b

Percentages greater than 100% due to participants being able to select from more than

one category

196
Table 3
Correlations Between Health-Related Quality of Life Main Study Variables
Variable

1

2

3

4

5

6

7

8

9

10

11

12

1. Perceived Social Support
2. Presence of Meaning

.40***

3. Physical HRQOL

.25***

.29***

4. Social HRQOL

.72***

.54***

.34***

5. Emotional HRQOL

.30***

.49***

.57***

.44***

6. Functional HRQOL

.44***

.56***

.70***

.59***

.65***

7. Spiritual HRQOL

.45***

.74***

.35***

.58***

.64***

.66***

8. Gender

.03

.17**

.02

.09

.07

.06

.07

-.02

-.04

-.06

-.04

-.04

9. Current Age

-.09

-.02

10. Current SES

.18**

.26***

.22***

11. Relationship Status

.30***

.20*** -.01

12. Medical Treatment Status

.01

.08

.30***

.29***

.27***

-.01

.29***

.24***

.06

.11

.24*** -.01

.09

.07

.08

.17**

.04

.22***

.13*

-.03

.16**

-.06

.14*
-.03

.07

Note. Gender = scored as male (1), female (2); Current SES = scored as lower class/working class (1), lower middle class (2),
middle class (3), upper middle/upper class (4); relationship status = single or not in a committed relationship (1), partnered or
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in a committed relationship (2); medical treatment status = coded as currently receiving medical treatment (2), completed
medical treatment (3).
* p < .05; ** p < .01; *** p < .001
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Table 4
Mean Differences Between Counseling Topics Across Counseling Modalities
Individual

Group

Family

M (SD)

M (SD)

M (SD)

1. Accepting the new ‘normal’a

4.15a (.99)

4.22a (.96)

3.86b (1.14)

286

2. Alcohol or drug use

2.65a (1.34)

2.70a (1.29)

2.49b (1.21)

287

3. Anxietya

4.19a (.99)

4.03b (1.06)

3.77c (1.18)

4. Being accepted by others

3.55a (1.14)

3.63a (1.17)

5. Concerns with child(ren)a

3.30a (1.33)

6. Concerns with family members

Variable

N

F

2 Power

21.76*** .07
5.98**

1.00

.02

.88

283

26.39*** .09

1.00

3.26b (1.16)

282

17.30*** .06

1.00

3.30a (1.33)

3.22a (1.41)

280

.92

<.01

.21

3.45a (1.21)

3.37a (1.22)

3.37a (1.26)

283

.79

<.01

.19

7. Concerns with friend(s)

3.68a (1.07)

3.69a (1.07)

3.35b (1.16)

283

17.50*** .06

1.00

8. Concerns with parent(s)a

3.57a (1.18)

3.50ab (1.22)

3.39b (1.22)

285

3.83*

.01

.69

9. Concerns with partner

3.67a (1.21)

3.53ab (1.25)

3.43b (1.28)

288

6.27**

.02

.90

10. Concerns with sibling(s)

3.33a (1.22)

3.21a (1.26)

3.24a (1.22)

285

2.04

.01

.42

11. Creating a memorable

3.28a (1.23)

3.29a (1.23)

3.18a (1.27)

285

1.92

.01

.39

other than partner, parent(s),
sibling(s), or child(ren)
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document of your life for yourselfa
12. Creating a memorable

3.34a (1.23)

3.32a (1.21)

3.25a (1.27)

286

13. Dating concernsa

3.11a (1.43)

3.15a (1.44)

2.65b (1.33)

284

14. Finances

3.82a (1.13)

3.65b (1.21)

3.60b (1.25)

285

15. Finding meaning in lifea

3.61a (1.18)

3.57a (1.17)

3.35b (1.19)

16. Finding purpose in life

3.60a (1.15)

3.59a (1.17)

17. Finding social support

3.84a (1.08)

18. Finding/making meaning

1.00

<.01

.22

28.97*** .09

1.00

document of your life to share
with loved onesa

6.10**

.02

.89

283

10.35*** .04

.99

3.33b (1.17)

284

12.36*** .04

1.00

4.05b (.99)

3.58c (1.19)

282

24.59*** .08

1.00

3.70a (1.10)

3.73a (1.13)

3.48b (1.21)

281

8.91*** .03

.97

3.52a (1.17)

3.77b (1.13)

3.51a (1.23)

288

10.55*** .04

.99

3.16a (1.37)

3.27a (1.31)

3.18a (1.39)

282

21. Infertility issues

3.55a (1.35)

3.50a (1.35)

3.17b (1.44)

286

22. Insurance issues

3.63a (1.20)

3.56ab (1.25)

3.40b (1.29)

288

from your diagnosisa
19. Getting information about
your medical situation
20. How and what to tell your

2.18

.01

.45

19.01*** .06

1.00

child(ren) about your situation

6.09**

.02

.89
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23. Job situation

3.70a (1.20)

3.55a (1.22)

3.29b (1.24)

286

18.39*** .06

1.00

24. Living day to day

3.78a (1.13)

3.85a (1.13)

3.62b (1.16)

285

6.50**

.02

.91

25. Making memories for your

3.37a (1.20)

3.35a (1.24)

3.33a (1.34)

284

.17

<.01

.08

26. Negative self-talk

3.68a (1.24)

3.68a (1.15)

3.36b (1.20)

283

15.46*** .05

1.00

27. Pacing yourself to prevent exhaustiona

3.74a (1.14)

3.80a (1.11)

3.52b (1.20)

287

12.27*** .04

1.00

28. Pain and its effect on your life

3.66a (1.11)

3.71a (1.15)

3.47b (1.23)

285

8.82*** .03

.97

29. Positive thinkinga

3.99a (1.03)

3.97a (1.02)

3.72b (1.10)

286

12.88*** .04

1.00

30. Putting your own needs

3.86a (.99)

3.79a (1.02)

3.55b (1.14)

287

15.38*** .05

1.00

31. Sad feelingsa

4.08a (1.01)

3.85b (1.08)

3.62c (1.19)

288

27.90*** .09

1.00

32. Sexual/intimacy concernsa

3.87a (1.10)

3.44b (1.31)

3.31b (1.38)

286

26.93*** .09

1.00

33. Spiritualitya

3.25a (1.23)

3.25a (1.27)

3.12a (1.21)

284

34. Stress managementa

4.22a (.97)

4.09b (1.00)

3.84c (1.15)

35. Talking more effectively with

3.74a (1.16)

3.79a (1.11)

3.51b (1.24)

child(ren)/partner/family to have

before others' needs

healthcare professionals regarding
your physical condition

2.92

.01

.56

288

22.78*** .07

1.00

288

10.83*** .04

.99
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36. Thoughts about

3.32a (1.20)

3.32a (1.23)

3.09b (1.25)

288

10.36*** .04

.99

37. Trusting the doctora

3.45acd (1.17)

3.55ac (1.15)

3.33bcd (1.20)

286

7.31**

.03

.93

38. Will/advanced directive concernsa

3.39a (1.18)

3.26a (1.21)

3.33a (1.19)

287

1.83

.01

.38

continuing/resuming education

Note. Individual = individual counseling modality; Group = group counseling modality; Family = family counseling modality;
Power = observed power at α < .05. Means sharing a common subscript are not statistically different at p < .05 according to
Bonferroni pairwise comparison tests.
a

Greenhouse-Geisser correction utilized for violation of Mauchly’s Test of Sphericity at p < .05

* p < .05; ** p < .01; *** p < .001
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Table 5
Counseling Modality Preferences (N = 296)
Frequency (%)
First Choice
Individual Counseling

215 (72.6)

Group Counseling

61 (20.6)

Family Counseling

20 (6.8)

Second Choice
Individual Counseling

62 (20.9)

Group Counseling

132 (44.6)

Family Counseling

102 (34.5)

Third Choice
Individual Counseling

19 (6.4)

Group Counseling

103 (34.8)

Family Counseling

174 (58.8)
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Table 6
Variables Predicting Domains of Health-Related Quality of Life (N = 311)
Variable

B

SE

β

t

Physical Health-Related Quality of Life
Step One
Current SES

1.65

.41

.21

3.99***

Medical treatment status

4.78

.84

.30

5.68***

R2 = .13, F(2, 304) = 23.39, p < .001
Step Two
Current SES

1.13

.41

.15

2.72**

Medical treatment status

4.53

.82

.29

5.55***

Perceived social support

.06

.02

.16

2.90**

Presence of meaning in life

.17

.07

.15

2.62**

5.36***

R2 = .19, F(4, 302) = 18.63, p < .001
Social Health-Related Quality of Life
Step One
Current SES
Medical treatment status

1.91

.36

.29

.66

.72

.05

.91

R2 = .08, F(2, 303) = 14.66, p < .001
Step Two
Current SES

1.09

.32

.17

3.44**

Medical treatment status

.03

.63

.00

.04

Presence of meaning in life

.48

.05

.51

10.30***

R2 = .32, F(3, 302) = 48.54, p < .001
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Step Three
Current SES

.82

.24

.13

3.39**

Medical treatment status

.17

.48

.01

.36

Presence of meaning in life

.27

.04

.29

7.12***

Perceived social support

.17

.01

.59

14.96***

R2 = .61, F(4, 301) = 119.24, p < .001
Emotional Health-Related Quality of Life
Step One
Current SES

1.50

.31

.27

4.90***

Medical treatment status

1.97

.62

.17

3.17**

R2 = .09, F(2, 303) = 16.49, p < .001
Step Two
Current SES

.83

.28

.15

2.92**

Medical treatment status

1.56

.56

.14

2.78**

Perceived social support

.03

.01

.11

2.14*

Presence of meaning in life

.32

.05

.39

7.14***

R2 = .27, F(4, 301) = 29.72, p < .001
Functional Health-Related Quality of Life
Step One
Current SES

2.10

.39

.29

5.39***

Medical treatment status

3.47

.80

.23

4.36***

R2 = .13, F(2, 304) = 23.34, p < .001
Step Two
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Current SES

1.02

.33

.14

3.08**

Medical treatment status

2.89

.66

.19

4.39***

Perceived social support

.09

.02

.27

5.54***

Presence of meaning in life

.42

.05

.39

7.95***

R2 = .41, F(4, 302) = 54.06, p < .001
Spiritual Health-Related Quality of Life
Step One
Current SES

2.67

.62

.24

4.31***

Medical treatment status

3.23

1.27

.14

2.55*

R2 = .07, F(2, 304) = 12.21, p < .001
Step Two
Current SES

1.87

.57

.17

3.27**

Medical treatment status

3.10

1.15

.14

2.69**

Perceived social support

.20

.03

.41

8.02***

R2 = .23, F(3, 303) = 31.29, p < .001
Step Three
Current SES

.44

.44

.04

1.01

Medical treatment status

1.83

.87

.08

2.11*

Perceived social support

.09

.02

.17

4.19***

1.07

.07

.65

15.43***

Presence of meaning in life

R2 = .57, F(4, 302) = 101.32, p < .001
Faith
Step One
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Current SES
Medical treatment status

.31

.31

.06

1.00

1.52

.62

.14

2.44*

R2 = .02, F(2, 304) = 3.41, p = .034
Step Two
Current SES

-.38

.28

-.07

-1.34

Medical treatment status

1.06

.56

.10

1.91

Perceived social support

.01

.01

.05

.90

Presence of meaning in life

.36

.04

.46

8.11***

R2 = .22, F(4, 302) = 23.08, p < .001
Note. Relationship Status = single or not in a committed relationship (1), partnered or in
a committed relationship (2); Current SES = scored as lower class/working class (1),
lower middle class (2), middle class (3), upper middle/upper class (4); Medical Treatment
Status = coded as currently receiving medical treatment (2), completed medical treatment
(3).
* p < .05; ** p < .01; *** p < .001
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Table 7
Correlations Between Individual Counseling Topics and Participant Characteristics
Variable

Gender

1. Accepting the new ‘normal’

Current Age

Current SES

Relationship Status Medical Treatment Status

.11

-.10

.03

-.06

.06

-.11

-.02

.00

-.01

-.02

.13

-.16*

.04

-.02

.05

4. Being accepted by others

-.03

-.08

-.05

-.06

.06

5. Concerns with child(ren)

-.02

-.01

.06

-.03

2. Alcohol or drug use
3. Anxiety

6. Concerns with family members

.19*

.06

-.03

-.03

.02

.04

7. Concerns with friend(s)

.09

-.17*

-.03

-.06

.04

8. Concerns with parent(s)

.08

-.19*

-.03

-.12

.04

9. Concerns with partner

.08

.01

-.02

10. Concerns with sibling(s)

-.01

-.10

-.05

-.01

.10

11. Creating a memorable

-.01

.00

-.12

-.01

.06

other than partner, parent(s),
sibling(s), or child(ren)

document of your life for yourself

.22**

.12
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12. Creating a memorable

-.04

.06

-.16*

.07

.02

13. Dating concerns

-.02

-.07

-.05

-.44**

.08

14. Finances

-.03

.04

-.21**

-.01

-.03

15. Finding meaning in life

.07

-.02

-.16*

-.08

.10

16. Finding purpose in life

.08

-.08

-.10

-.05

.11

17. Finding social support

.07

-.05

-.04

-.07

.07

18. Finding/making meaning

.07

-.09

-.05

-.03

.05

.02

.01

-.03

-.01

.01

-.04

.13

-.01

.10

-.00

21. Infertility issues

.02

-.20*

.06

.04

.10

22. Insurance issues

-.05

-.07

-.11

-.04

.02

23. Job situation

.02

-.07

-.13

-.09

.01

24. Living day to day

.05

-.06

-.08

-.09

-.02

document of your life to share
with loved ones

from your diagnosis
19. Getting information about
your medical situation
20. How and what to tell your
child(ren) about your situation
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25. Making memories for your

-.01

.13

-.12

.10

.02

26. Negative self-talk

.06

-.05

-.08

-.04

.08

27. Pacing yourself to prevent

.11

-.02

-.04

.11

-.08

28. Pain and its effect on your life

.06

.05

-.06

.05

-.03

29. Positive thinking

.07

-.09

-.09

.01

.03

30. Putting your own needs

.09

-.02

.06

.12

.03

31. Sad feelings

.13

-.13

-.06

-.06

-.00

32. Sexual/intimacy concerns

.11

.08

.07

.12

.16*

33. Spirituality

.00

-.02

-.04

-.12

.08

34. Stress management

.11

-.14

-.02

.05

.13

35. Talking more effectively with

.06

-.02

-.07

-.02

.04

.02

-.24**

-.13

-.08

.05

child(ren)/partner/family to have

exhaustion

before others' needs

healthcare professionals regarding
your physical condition
36. Thoughts about
continuing/resuming education
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37. Trusting the doctor

-.01

-.01

-.05

.02

.05

38. Will/advanced directive concerns -.03

.14

-.02

.08

-.03

Note. Gender = scored as male (1), female (2); Current SES = scored as lower class/working class (1), lower middle class (2),
middle class (3), upper middle/upper class (4); Relationship Status = single or not in a committed relationship (1), partnered or
in a committed relationship (2); Medical Treatment Status = coded as currently receiving medical treatment (2), completed
medical treatment (3).
* p < .01; ** p < .001
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Table 8
Correlations Between Individual Counseling Topics and Study Variables
Variable

MOS

MLQ

Physical

Social

Emotional

1. Accepting the new ‘normal’

-.05

-.05

-.08

-.03

-.15

-.01

-.04

2. Alcohol or drug use

-.03

-.01

.01

.04

-.10

.06

-.03

.02

-.08

-.07

.02

-.22**

-.04

-.10

4. Being accepted by others

-.10

-.08

-.07

-.09

-.17*

-.01

-.08

5. Concerns with child(ren)

-.02

.06

.05

.02

-.03

.02

.04

.00

.06

.07

-.00

-.06

.11

.06

7. Concerns with friend(s)

-.09

-.08

-.02

-.07

-.15

.04

-.05

8. Concerns with parent(s)

-.04

-.06

.05

-.04

-.08

.07

.03

9. Concerns with partner

.02

.06

.01

-.03

-.08

.05

-.04

10. Concerns with sibling(s)

.03

.04

.03

.06

-.01

.09

.11

-.04

.05

-.04

.02

-.09

.02

.07

3. Anxiety

6. Concerns with family members

Functional

Spiritual

other than partner, parent(s),
sibling(s), or child(ren)

11. Creating a memorable
document of your life for yourself
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12. Creating a memorable

-.05

.08

-.03

-.03

-.07

.01

.06

13. Dating concerns

-.17*

-.15*

.10

-.07

-.04

.03

-.07

14. Finances

-.17*

-.02

-.19*

-.06

-.14

-.15*

-.06

15. Finding meaning in life

-.12

-.18*

-.09

-.16*

-.21**

-.09

-.08

16. Finding purpose in life

-.13

-.17*

-.05

-.13

-.20*

-.06

-.08

17. Finding social support

-.10

-.02

-.07

-.10

-.12

-.06

-.05

18. Finding/making meaning

-.05

-.05

-.08

-.06

-.14

.00

-.03

-.02

.05

.02

.05

-.06

.07

.11

.03

.09

.08

.08

.04

.07

.06

21. Infertility issues

.02

-.04

.13

.04

-.02

.16*

-.01

22. Insurance issues

-.11

.02

-.07

.01

.01

-.01

-.02

23. Job situation

-.19*

-.06

-.19*

-.12

-.15

-.14

-.12

24. Living day to day

-.12

-.09

-.21**

-.12

-.30**

-.16*

-.18*

document of your life to share
with loved ones

from your diagnosis
19. Getting information about
your medical situation
20. How and what to tell your
child(ren) about your situation
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25. Making memories for your

-.07

.10

-.09

-.01

-.09

-.01

.07

26. Negative self-talk

-.14

-.20*

-.06

-.18*

-.23**

-.08

-.18*

27. Pacing yourself to prevent exhaustion

-.06

.07

-.23**

-.03

-.17*

-.11

-.02

28. Pain and its effect on your life

-.08

-.04

-.32**

-.07

-.18*

-.20*

-.07

.04

.00

-.04

.03

-.08

.05

.05

-.03

.01

-.13

.02

-.09

-.05

-.02

-.09

-.18*

-.10

-.13

-.30**

-.09

-.22**

.02

-.03

-.04

-.01

-.14

.02

33. Spirituality

-.05

.05

.01

-.02

-.06

.03

34. Stress management

-.08

-.06

-.12

-.02

-.16*

-.08

-.12

35. Talking more effectively with

-.08

-.01

-.09

-.01

-.14

-.03

-.03

-.13

.01

.07

-.07

-.00

.07

.01

-.06

-.06

-.03

.01

-.15

.00

-.05

child(ren)/partner/family to have

29. Positive thinking
30. Putting your own needs
before others' needs
31. Sad feelings
32. Sexual/intimacy concerns

-.11
.18*

healthcare professionals regarding
your physical condition
36. Thoughts about
continuing/resuming education
37. Trusting the doctor
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38. Will/advanced directive concerns

-.05

.00

-.17*

.02

-.18*

-.09

-.02

Note. MOS = perceived social support; MLQ = presence of meaning in life; Physical = physical health-related quality of life;
Social = social health-related quality of life; Emotional = emotional health-related quality of life; Functional = functional
health-related quality of life; Spiritual = spiritual health-related quality of life.
* p < .01; ** p < .001
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Table 9
Correlations Between Group Counseling Topics and Participant Characteristics
Variable

Gender

1. Accepting the new ‘normal’
2. Alcohol or drug use

.15*
-.07

Current Age

Current SES

Relationship Status Medical Treatment Status

-.15*

.03

.09

.11

-.15*

-.01

.04

.10

3. Anxiety

.19*

-.18*

-.00

.02

.06

4. Being accepted by others

.09

-.12

.02

.04

.13

5. Concerns with child(ren)

.10

.13

.04

.12

.01

6. Concerns with family members

.08

-.12

.02

.06

.06

7. Concerns with friend(s)

.14

-.20*

.04

.04

.14

8. Concerns with parent(s)

.06

-.18*

-.03

.01

.05

9. Concerns with partner

.11

-.06

-.05

.25**

.10

10. Concerns with sibling(s)

.06

-.17*

.05

-.03

.12

11. Creating a memorable

.02

.01

-.12

-.00

.08

other than partner, parent(s),
sibling(s), or child(ren)

document of your life for yourself
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12. Creating a memorable

-.03

.03

-.13

.08

.04

13. Dating concerns

.08

-.12

-.01

-.33**

.06

14. Finances

.04

-.02

-.05

-.02

.01

15. Finding meaning in life

.07

-.05

-.06

-.01

.10

16. Finding purpose in life

.05

-.03

-.07

.03

.08

17. Finding social support

.13

-.12

-.03

.01

.14

18. Finding/making meaning

.13

-.13

.02

.08

.13

.05

-.06

.03

.05

.08

.04

.08

.07

.14

.01

21. Infertility issues

.05

-.21**

-.01

.04

.15

22. Insurance issues

.01

-.07

-.02

-.02

.01

23. Job situation

.05

-.11

-.01

-.02

.06

24. Living day to day

.06

-.09

-.08

-.05

.08

document of your life to share
with loved ones

from your diagnosis
19. Getting information about
your medical situation
20. How and what to tell your
child(ren) about your situation
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25. Making memories for your

.01

.02

-.10

.10

.08

26. Negative self-talk

.08

-.08

-.07

.06

.13

27. Pacing yourself to prevent

.09

-.07

-.01

.12

.01

28. Pain and its effect on your life

.11

-.05

-.06

.03

.05

29. Positive thinking

.06

-.17*

-.05

.06

.04

30. Putting your own needs

.12

-.10

.01

.12

.03

31. Sad feelings

.19*

-.14

-.09

-.00

.05

32. Sexual/intimacy concerns

.10

-.04

.02

.04

.11

33. Spirituality

.07

-.04

.07

.04

.09

34. Stress management

.17*

-.16*

-.02

.13

.13

35. Talking more effectively with

.04

-.09

.03

.03

.14

.03

-.21**

-.04

.02

.00

child(ren)/partner/family to have

exhaustion

before others' needs

healthcare professionals regarding
your physical condition
36. Thoughts about
continuing/resuming education
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37. Trusting the doctor

-.02

-.02

-.05

.03

.06

38. Will/advanced directive concerns -.05

.14

.06

.10

.02

Note. Gender = scored as male (1), female (2); Current SES = scored as lower class/working class (1), lower middle class (2),
middle class (3), upper middle/upper class (4); Relationship Status = single or not in a committed relationship (1), partnered or
in a committed relationship (2); Medical Treatment Status = coded as currently receiving medical treatment (2), completed
medical treatment (3).
* p < .01; ** p < .001
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Table 10
Correlations Between Group Counseling Topics and Study Variables
Variable

MOS

MLQ

Physical

Social

Emotional

1. Accepting the new ‘normal’

.05

.01

-.07

.06

-.10

.00

-.01

2. Alcohol or drug use

.06

.05

.07

.05

-.03

.07

.01

3. Anxiety

-.01

.00

-.05

.02

-.16*

-.05

-.07

4. Being accepted by others

-.06

-.10

-.10

-.06

-.11

-.08

-.08

5. Concerns with child(ren)

-.00

.20*

.01

.08

.04

.03

.10

.07

.17*

-.01

.07

-.02

.06

.14

7. Concerns with friend(s)

.02

.01

.01

.02

-.12

.01

-.06

8. Concerns with parent(s)

-.08

-.04

-.08

-.08

-.12

-.05

-.05

9. Concerns with partner

.01

.06

-.09

.00

-.08

-.03

-.05

10. Concerns with sibling(s)

.00

.07

.03

.03

-.04

.05

.07

-.09

.02

-.09

-.07

-.13

-.08

.01

6. Concerns with family members

Functional

Spiritual

other than partner, parent(s),
sibling(s), or child(ren)

11. Creating a memorable
document of your life for yourself
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12. Creating a memorable

-.02

.09

-.07

-.04

-.09

-.03

.07

13. Dating concerns

-.08

-.07

.05

-.04

-.06

.03

-.08

14. Finances

-.10

.01

-.20*

-.08

-.13

-.15

-.08

15. Finding meaning in life

-.13

-.13

-.12

-.15

-.23**

-.13

-.14

16. Finding purpose in life

-.10

-.07

-.09

-.11

-.21**

-.10

-.13

17. Finding social support

-.02

.06

-.06

.00

-.09

-.04

-.02

.01

.03

.01

.03

-.07

.01

-.00

.06

.05

-.01

.11

-.06

.03

.01

.07

.16*

.06

.17*

.08

.09

.13

document of your life to share
with loved ones

18. Finding/making meaning
from your diagnosis
19. Getting information about
your medical situation
20. How and what to tell your
child(ren) about your situation
21. Infertility issues

-.00

-.01

.10

.01

-.03

.07

-.04

22. Insurance issues

-.11

.01

-.13

-.03

-.04

-.12

-.06

23. Job situation

-.11

-.03

-.18*

-.10

-.17*

-.14

-.12

24. Living day to day

-.13

-.08

-.21**

-.13

-.25**

-.22**

-.17*
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25. Making memories for your

.01

.19*

-.07

.07

-.06

-.03

.11

-.11

-.10

-.18*

-.10

-.11

child(ren)/partner/family to have
26. Negative self-talk

-.07

-.08

27. Pacing yourself to prevent exhaustion

-.08

.04

-.27**

-.04

-.14

-.15

-.02

28. Pain and its effect on your life

-.16*

-.08

-.31**

-.16*

-.22**

-.26**

-.14

29. Positive thinking

.02

-.04

-.06

.01

-.07

.02

.03

30. Putting your own needs

.02

.10

-.08

.08

-.02

.01

.05

31. Sad feelings

-.01

-.08

-.13

-.03

-.24**

-.13

-.13

32. Sexual/intimacy concerns

-.07

-.02

-.09

-.10

-.13

-.06

-.12

.01

.08

-.01

.01

-.05

-.02

-.05

-.01

-.11

-.01

-.09

-.06

-.05

.05

.04

.01

.06

-.05

.09

.02

-.03

.04

.00

-.01

.02

.01

.04

-.02

-.05

-.07

.00

-.15

-.03

-.04

before others' needs

33. Spirituality
34. Stress management
35. Talking more effectively with

.18*

healthcare professionals regarding
your physical condition
36. Thoughts about
continuing/resuming education
37. Trusting the doctor
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38. Will/advanced directive concerns

.01

.06

-.12

.06

-.11

-.06

.04

Note. MOS = perceived social support; MLQ = presence of meaning in life; Physical = physical health-related quality of life;
Social = social health-related quality of life; Emotional = emotional health-related quality of life; Functional = functional
health-related quality of life; Spiritual = spiritual health-related quality of life.
* p < .01; ** p < .001
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Table 11
Correlations Between Family Counseling Topics and Participant Characteristics
Variable

Gender

1. Accepting the new ‘normal’

Current Age

Current SES

Relationship Status Medical Treatment Status

.09

-.13

-.05

.00

-.03

-.13

-.10

-.07

-.02

-.04

3. Anxiety

.10

-.08

-.02

.11

.01

4. Being accepted by others

.11

-.08

-.14

.05

.07

5. Concerns with child(ren)

-.01

.13

-.06

.10

-.00

.06

-.01

-.04

.09

.06

7. Concerns with friend(s)

.02

-.16*

-.09

.00

.01

8. Concerns with parent(s)

.02

-.09

-.06

-.07

.10

-.01

.03

-.05

.04

-.11

.01

-.05

.12

-.01

.02

-.11

.03

.02

2. Alcohol or drug use

6. Concerns with family members
other than partner, parent(s),
sibling(s), or child(ren)

9. Concerns with partner
10. Concerns with sibling(s)
11. Creating a memorable
document of your life for yourself

.20*

.03
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12. Creating a memorable

-.05

.03

-.08

.06

-.03

.03

-.10

-.03

-.16*

-.01

-.03

-.07

-.11

-.01

.01

15. Finding meaning in life

.05

-.07

-.11

.02

.01

16. Finding purpose in life

-.01

-.06

-.14

.02

.05

17. Finding social support

.03

-.12

-.09

-.00

.02

18. Finding/making meaning

.06

-.12

-.06

.05

-.02

-.03

-.11

-.01

.02

.03

-.09

.12

-.03

.16*

-.01

21. Infertility issues

-.01

-.17*

.03

.07

.06

22. Insurance issues

-.05

-.13

-.05

-.00

-.02

23. Job situation

.01

-.10

-.14

-.01

-.02

24. Living day to day

.01

-.08

-.11

.01

.06

document of your life to share
with loved ones
13. Dating concerns
14. Finances

from your diagnosis
19. Getting information about
your medical situation
20. How and what to tell your
child(ren) about your situation
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25. Making memories for your

.01

.03

-.14

.09

.09

26. Negative self-talk

.09

-.07

-.14

.05

.05

27. Pacing yourself to prevent

.07

.00

-.06

.10

.02

28. Pain and its effect on your life

.08

-.02

-.06

.07

-.03

29. Positive thinking

.01

-.05

-.08

.17*

.03

30. Putting your own needs

.13

-.03

-.02

.19*

.03

31. Sad feelings

.11

-.09

-.10

.06

.07

32. Sexual/intimacy concerns

.04

.04

.02

.19*

.03

33. Spirituality

.04

-.01

-.00

34. Stress management

.14

-.10

-.05

.16*

.05

35. Talking more effectively with

.03

-.08

-.04

.03

.08

-.21**

-.14

-.03

-.02

child(ren)/partner/family to have

exhaustion

before others' needs

-.00

.02

healthcare professionals regarding
your physical condition
36. Thoughts about
continuing/resuming education

-.01
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37. Trusting the doctor
38. Will/advanced directive concerns

-.02

-.08

-.03

.07

-.05

.00

.00

-.09

.04

.02

Note. Gender = scored as male (1), female (2); Current SES = scored as lower class/working class (1), lower middle class (2),
middle class (3), upper middle/upper class (4); Relationship Status = single or not in a committed relationship (1), partnered or
in a committed relationship (2); Medical Treatment Status = coded as currently receiving medical treatment (2), completed
medical treatment (3).
* p < .01; ** p < .001
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Table 12
Correlations Between Family Counseling Topics and Study Variables
Variable

MOS

MLQ

Physical

Social

Emotional

1. Accepting the new ‘normal’

-.01

.05

-.11

-.01

-.14

-.09

-.03

2. Alcohol or drug use

-.01

.02

.05

.03

-.01

.04

.00

.03

.03

-.07

.09

-.12

-.02

-.01

4. Being accepted by others

-.10

-.04

-.09

-.11

-.12

-.06

-.05

5. Concerns with child(ren)

.01

.10

-.01

.05

-.02

-.02

.02

6. Concerns with family members

.08

.12

.05

.11

-.02

.05

.11

7. Concerns with friend(s)

-.04

-.05

.02

.01

-.07

.04

-.02

8. Concerns with parent(s)

.00

-.01

-.01

-.01

-.09

.01

.01

9. Concerns with partner

.01

.08

-.06

-.02

-.07

-.02

-.04

10. Concerns with sibling(s)

.03

.11

.07

.04

-.02

.07

.06

-.02

.06

-.02

-.05

-.06

-.00

.03

3. Anxiety

Functional

Spiritual

other than partner, parent(s),
sibling(s), or child(ren)

11. Creating a memorable
document of your life for yourself
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12. Creating a memorable

.01

.07

-.01

.04

-.03

.03

.03

13. Dating concerns

-.08

-.09

.03

-.06

-.03

.02

-.04

14. Finances

-.09

.04

-.11

-.04

-.07

-.08

-.03

15. Finding meaning in life

-.08

-.05

-.12

-.11

-.20*

-.09

-.08

16. Finding purpose in life

-.07

-.07

-.07

-.13

-.17*

-.08

-.06

17. Finding social support

-.04

-.00

-.14

-.06

-.13

-.07

-.01

.01

.03

-.03

.00

-.17*

.01

-.03

.05

.07

-.00

.10

-.06

.07

.02

.01

.11

.02

.07

-.01

.03

.04

21. Infertility issues

.08

.03

.13

.05

.04

.11

.00

22. Insurance issues

-.02

.05

-.04

.06

.02

.00

.00

23. Job situation

-.07

-.04

-.09

-.09

-.13

-.09

-.09

24. Living day to day

-.11

-.07

-.17*

-.14

-.21*

-.15

-.08

document of your life to share
with loved ones

18. Finding/making meaning
from your diagnosis
19. Getting information about
your medical situation
20. How and what to tell your
child(ren) about your situation
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25. Making memories for your

.01

.08

-.05

.03

-.05

-.01

.03

26. Negative self-talk

-.03

-.02

-.07

-.04

-.12

-.04

-.04

27. Pacing yourself to prevent exhaustion

-.02

.09

-.20*

-.04

-.12

-.13

-.02

28. Pain and its effect on your life

-.09

-.03

-.29**

-.07

-.18*

-.17*

-.11

29. Positive thinking

.05

.01

-.10

.03

-.12

.01

.00

30. Putting your own needs

.03

.07

-.06

.02

-.03

-.01

.00

31. Sad feelings

.00

.01

-.03

-.02

-.13

-.02

-.04

32. Sexual/intimacy concerns

.07

.06

.02

-.01

.02

.04

-.03

33. Spirituality

.00

.12

-.00

.01

.00

-.01

34. Stress management

.00

.08

-.09

.03

-.09

-.05

-.00

35. Talking more effectively with

.07

.10

.05

.09

-.07

.07

.03

-.06

.04

.07

-.03

-.01

.03

-.03

.03

.02

-.04

.03

-.13

.03

-.01

child(ren)/partner/family to have

before others' needs

.20*

healthcare professionals regarding
your physical condition
36. Thoughts about
continuing/resuming education
37. Trusting the doctor
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38. Will/advanced directive concerns

-.02

.06

-.06

.05

-.05

-.02

.03

Note. MOS = perceived social support; MLQ = presence of meaning in life; Physical = physical health-related quality of life;
Social = social health-related quality of life; Emotional = emotional health-related quality of life; Functional = functional
health-related quality of life; Spiritual = spiritual health-related quality of life.
* p < .01; ** p < .001
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Table 13
Crosstabulation of Counseling Modality Preference and Current Age (N = 296)
Variable

18-29

30-39

χ2

140a

.10

First Choice
Individual Counseling
Count
Expected Count
% within Current Age

75a
(74.1)

(140.9)

73.5%

72.2%

20a

41a

(21.0)

(40.0)

Group Counseling
Count
Expected Count
% within Current Age

19.6%

21.1%

7a

13a

(6.9)

(13.1)

Family Counseling
Count
Expected Count
% within Current Age

6.9%

6.7%

Second Choice
Individual Counseling
Count
Expected Count
% within Current Age

23a

39a

(21.4)

(40.6)

22.5%

20.1%

52a

80a

Group Counseling
Count

4.50
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Expected Count
% within Current Age

(45.5)

(86.5)

51.0%

41.2%

27a

75b

(35.1)

(66.9)

Family Counseling
Count
Expected Count
% within Current Age

26.5%

38.7%

Third Choice
Individual Counseling
Count
Expected Count
% within Current Age

4a

15a

(6.5)

(12.5)

3.9%

7.7%

30a

73a

(35.5)

(67.5)

Group Counseling
Count
Expected Count
% within Current Age

29.4%

37.6%

68a

106b

Family Counseling
Count
Expected Count
% within Current Age

(60.0)
66.7%

(114.0)
54.6%

Note. Counts sharing a common subscript are not statistically different at α < .05
according to Bonferroni pairwise comparison tests of column properties.

4.45
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Table 14
Crosstabulation of Counseling Modality Preference and Relationship Status (N = 292)
Variable

Single

Partnered

χ2

135b

7.45*

First Choice
Individual Counseling
Count
Expected Count
% within Relationship

76a
(66.5)

(144.5)

82.6%

67.5%

13a

48a

(19.2)

(41.8)

Group Counseling
Count
Expected Count
% within Relationship

14.1%

24.0%

3a

17a

(6.3)

(13.7)

Family Counseling
Count
Expected Count
% within Relationship

3.3%

8.5%

Second Choice
Individual Counseling
Count
Expected Count
% within Relationship

10a

52b

(19.5)

(42.5)

10.9%

26.0%

58a

73b

Group Counseling
Count

19.11***
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Expected Count
% within Relationship

(41.3)

(89.7)

63.0%

36.5%

24a

75a

(31.2)

(67.8)

Family Counseling
Count
Expected Count
% within Relationship

26.1%

37.5%

Third Choice
Individual Counseling
Count
Expected Count
% within Relationship

6a

13a

(6.0)

(13.0)

6.5%

6.5%

21a

79b

(31.5)

(68.5)

8.07*

Group Counseling
Count
Expected Count
% within Relationship

22.8%

39.5%

65a

108b

Family Counseling
Count
Expected Count
% within Relationship

(54.5)
70.7%

(118.5)
54.0%

Note. Single = single or not in a committed relationship; Partnered = partnered or in a
committed relationship. Counts sharing a common subscript are not statistically different
at α < .05 according to Bonferroni pairwise comparison tests of column properties.
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Table 15
Crosstabulation of Counseling Modality Preference and Gender (N = 296)
Variable

Male

Female

χ2

187a

.97

First Choice
Individual Counseling
Count
Expected Count
% within Gender

28a
(28.3)

(186.7)

71.8%

72.8%

7a

54a

Expected Count

(8.0)

(53.0)

% within Gender

17.9%

21.0%

4a

16a

Expected Count

(2.6)

(17.4)

% within Gender

10.3%

Group Counseling
Count

Family Counseling
Count

6.2%

Second Choice
Individual Counseling
Count

9a

53a

Expected Count

(8.2)

(53.8)

% within Gender

23.1%

20.6%

13a

119a

Group Counseling
Count

2.46
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Expected Count
% within Gender

(17.4)

(114.6)

33.3%

46.3%

17a

85a

(13.4)

(88.6)

Family Counseling
Count
Expected Count
% within Gender

43.6%

33.1%

Third Choice
Individual Counseling
Count
Expected Count
% within Gender

2a

17a

(2.5)

(16.5)

5.1%

6.6%

19a

84a

(13.6)

(89.4)

Group Counseling
Count
Expected Count
% within Gender

48.7%

32.7%

18a

156a

Family Counseling
Count
Expected Count
% within Gender

(22.9)
46.2%

(151.1)
60.7%

Note. Counts sharing a common subscript are not statistically different at α < .05
according to Bonferroni pairwise comparison tests of column properties.

3.84
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Table 16
Crosstabulation of Counseling Modality Preference and Current SES (N = 296)
Variable

LCWC

LMC

MC

UMCUC

χ2

5.87

First Choice
Individual Counseling
Count
Expected Count
% within SES

32a

50a

107a

26a

(34.1)

(50.8)

(99.5)

(30.5)

68.1%

71.4%

78.1%

61.9%

Count

11a

15a

24a

11a

Expected Count

(9.7)

(14.4)

(28.2)

(8.7)

% within SES

23.4%

21.4%

17.5%

26.2%

4a

5a

6a

5a

(3.2)

(4.7)

(9.3)

(2.8)

Group Counseling

Family Counseling
Count
Expected Count
% within SES

8.5%

7.1%

4.4%

11.9%

Second Choice
Individual Counseling
Count

9a

15a

24a

14a

Expected Count

(9.8)

(14.7)

(28.7)

(8.8)

% within SES

19.1%

21.4%

17.5%

33.3%

20a

35a

62a

15a

Group Counseling
Count

6.54
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Expected Count
% within SES

(21.0)

(31.2)

(61.1)

(18.7)

42.6%

50.0%

45.3%

35.7%

18a

20a

51a

13a

(16.2)

(24.1)

(47.2)

(14.5)

Family Counseling
Count
Expected Count
% within SES

38.3%

28.6%

37.2%

31.0%

Third Choice
Individual Counseling
Count

6a

5a

6a

2a

Expected Count

(3.0)

(4.5)

(8.8)

(2.7)

% within SES

12.8%

7.1%

4.4%

4.8%

16a

20a

51a

16a

(16.4)

(24.4)

(47.7)

(14.6)

5.86

Group Counseling
Count
Expected Count
% within SES

34.0%

28.6%

37.2%

38.1%

25a

45a

80a

24a

(27.6)

(41.1)

(80.5)

(24.7)

Family Counseling
Count
Expected Count
% within SES

53.2%

64.3%

58.4%

57.1%

Note. LCWC = Lower Class/Working Class; LMC = Lower Middle Class; MC = Middle
Class; UMCUC = Upper Middle Class/Upper Class. Counts sharing a common subscript
are not statistically different at α < .05 according to Bonferroni pairwise comparison tests
of column properties.
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Table 17
Crosstabulation of Counseling Modality Preference and Medical Treatment Status (N =
292)
Variable

Receiving Treatment

Completed Treatment

χ2

First Choice
Individual Counseling
Count
Expected Count
% within Treatment

60a
(61.8)

155a

1.77

(153.2)

71.4%

74.5%

16a

42a

(16.7)

(41.3)

Group Counseling
Count
Expected Count
% within Treatment

19.0%

20.2%

8a

11a

(5.5)

(13.5)

Family Counseling
Count
Expected Count
% within Treatment

9.5%

5.3%

Second Choice
Individual Counseling
Count
Expected Count
% within Treatment
Group Counseling

17a

42a

(17.0)

(42.0)

20.2%

20.2%

.08
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Count
Expected Count
% within Treatment

37a

95a

(38.0)

(94.0)

44.0%

45.7%

30a

71a

(29.1)

(71.9)

Family Counseling
Count
Expected Count
% within Treatment

35.7%

34.1%

Third Choice
Individual Counseling
Count
Expected Count
% within Treatment

7a

11a

(5.2)

(12.8)

8.3%

5.3%

31a

71a

(29.3)

(72.7)

Group Counseling
Count
Expected Count
% within Treatment

36.9%

34.1%

46a

126a

Family Counseling
Count
Expected Count
% within Treatment

(49.5)
54.8%

(122.5)
60.6%

Note. Receiving Treatment = currently receiving medical treatment; Completed
Treatment = completed medical treatment. Counts sharing a common subscript are not

1.38
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statistically different at α < .05 according to Bonferroni pairwise comparison tests of
column properties.
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Table 18
Means and Standard Deviations by Group
Variable

All

Male

Female

Single

Partnered

InTx

OutTx

LCWC

LMC

MC

UMCUC

Perceived social support
Mean

73.27

71.62a

73.60a

64.04a

77.41b

73.04a

73.52a

69.09a

68.18a 75.89a 77.87a

SD

20.95

21.32

20.87

21.90

19.03

18.58

21.78

21.26

22.33

19.61

20.53

N

311

44

265

98

208

88

217

49

71

145

44

24.79

22.18a

25.26a

22.90a

25.68b

24.02a

25.21a

22.22a

SD

6.31

6.31

6.17

6.66

5.91

6.21

6.28

6.91

6.52

5.84

5.22

N

311

44

265

98

208

88

217

49

71

145

44

19.10

18.82a

19.12a

19.22a

19.03a

15.86a

20.53b

15.86a

SD

7.20

7.70

7.15

6.61

7.46

7.12

6.74

7.05

7.50

7.15

6.01

N

311

44

265

98

208

88

217

49

71

145

44

Meaning in life
Mean

23.48ab 25.68bc 27.05c

Physical HRQOL
Mean

Social HRQOL

18.41ac 19.86bc 21.16bc
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Mean

18.68

17.43a

18.88a

16.56a

19.59b

18.30a

18.83a

15.96a

16.86a 19.82b 20.82b

SD

5.98

7.25

5.74

5.84

5.83

5.86

6.03

6.30

6.08

5.51

5.26

N

310

44

265

98

208

88

217

49

71

145

44

15.28

14.43a

15.44a

15.30a

15.26a

14.00a

15.89b

12.37a

SD

5.24

5.77

5.14

5.37

5.20

5.37

5.00

5.40

5.34

4.97

4.40

N

310

44

265

98

208

88

217

49

71

145

44

18.25

17.18a

18.46a

17.38a

18.68a

15.98a

19.36b

14.31a

SD

6.79

7.79

6.62

6.79

6.78

6.76

6.52

6.72

7.24

6.21

6.00

N

311

44

265

98

208

88

217

49

71

145

44

Mean

28.91

27.09a

29.22a

27.72a

29.40a

26.73a

29.81b

24.98a

26.56a 30.44b 32.09b

SD

10.39

9.83

10.50

11.20

10.04

9.97

10.47

11.06

11.07

N

311

44

265

98

208

88

217

49

71

Emotional HRQOL
Mean

15.06b 15.76b 17.43b

Functional HRQOL
Mean

17.07a 19.58b 20.39b

Spiritual HRQOL

9.73

8.93

145

44

Note. Single = single or not in a committed relationship; Partnered = partnered or in a committed relationship; InTx = currently
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receiving medical treatment; OutTx = completed medical treatment; LCWC = Lower Class/Working Class; LMC = Lower
Middle Class; MC = Middle Class; UMCUC = Upper Middle Class/Upper Class. For each row and within each category of
gender, relationship status, medical treatment status, and current socioeconomic status, groups with significantly different
means are identified by different subscripts.

